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This dissertation begins with the finding that in the United States Black women are 
four times as likely to die due to pregnancy related complications than their white 
counterparts as well as the finding that Black children are 2 to 2.5 times as likely to die 
before their first birthday. Given this, the project examines the intersections between Black 
women’s reproductive experiences and the condition of reproductive health and access in 
the state of Texas. In order to accomplish this, the research situates the grassroots 
organizing work of a collective of mothers of color alongside national and state level 
legislation and data about maternal and infant health disparities.  The work not only situates 
ethnographic experiences within the larger repertoire of quantitative health literature on 
disparities but it also historicizes the work alongside Black Feminist theories of the body, 
history, and Black women’s reproduction. Drawing from extended participant 
observations, interviews, focus groups, policy research, statistics, and archival work, this 
project unpacks the large disparity that exists in maternal and infant health outcomes for 
African-American women and the ways in which policy, community organizing, and other 
geo-political factors contribute to, mediate, or remedy this phenomenon. Given the data 
presented, this projects suggests that (re)creating supportive communities and support 
networks may be an effective way of mediating stress caused by long-term exposures to 
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Introduction: In the Belly of the Beast 
“Then Jonah prayed unto the Lord his God out of the fish’s belly, And said I cried 
by reason of mine affliction unto the Lord, and he heard me; out of the belly of 
hell cried I, and thou heardest my voice.”       
- Holy Bible, Jonah 2: 1-2  
When I decided to undertake this project that I entitled Belly: Blackness and Reproduction 
in the Lone Star State, the discernment around the title was immediate. For a project situated in 
Texas, a state arguably ranked towards the bottom for almost anything positively progressive, the 
idea of being in the “belly” of the beast seemed to be largely appropriate. Luckily, the beautifully 
contrived play on words fit squarely into my focus on reproductive health and birth, a phenomenon 
fundamentally centered on the physical locale of the belly. Alongside the clarity accompanying 
the name of this work, I carried an inclination to investigate the originations of the phrase “in the 
belly of the beast.” 
At its most basic level, the adage “in the belly of beast” denotes a situation in which 
someone is stuck in the middle of some inordinately grave situation.  Probably the most notorious 
usage of the phrase came from a book written by Jack Henry Abbott entitled In the Belly of the 
Beast. This work published in 1981 chronicled the experiences of an American prisoner via his 
letters to the famous writer Norman Mailer. This widely acclaimed book articulated Abbott’s 
perspectives and experiences in what he felt was an unjust and problematic system and penal 
structure. Even after his release from prison in 1981, his subsequent re-imprisonment for 
manslaughter that same year, and his ultimate suicide in 2002, this expression has sustained as a 
reference for incarceration and the state of being imprisoned. In my mind, this utility of the phrase 
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presents an ironic, although incredibly salient, justification for its application in Texas1. While 
Jack Abbot’s book has served as a significant source of contemporary popularity, I found a more 
dated reference to be considerably intriguing.  
In its initial conception and early employments, “in the belly of the beast” was in actuality 
a biblical reference to story of Jonah.  As the narrative explains, Jonah disobeys God’s directions 
to go to the city of Ninevah and He (God) sends a great animal, described as a large fish or a whale, 
to come and swallow Jonah. Jonah then spends three days in the belly of the great fish before being 
vomited out onto the land to go and fulfill the Lord’s directive. The quote cited at the beginning 
of this section is taken from the book of Jonah and is a portion of Jonah’s prayer while in the belly 
of the sea creature. While the purpose of this explanation is not to provide a Sunday school lesson, 
I want to draw attention to the language within Jonah’s prayer. It not only provides a clearer 
understanding of what it means to be in the “belly of the beast” but it also directly informs and 
clarifies my choice to employ it here in this work.   
Two words stand out to me in Jonah’s prayer. While the scripture does make mention of 
Jonah’s presence in the belly of the fish, Jonah himself names his location as 1) a state of affliction 
and 2) as hell. The edition of the bible that I used to examine this verse notated the alternative 
biblical connotation for the word hell which is the grave. While the relationship between hell and 
the grave is obvious to some, I find it important to draw attention to the explicit connection between 
hell and death as presented here. While I am no theologian or expert in linguistics, and without 
delving into the religious doctrine of the afterlife, I would like to draw attention to religious 
meaning that informs a now secularized expression. If we accept the story of Jonah as a possible 
                                                 
1 According to a report released by the Bureau of Justice Statistics in 2013, Texas housed the most prisoners in both 
federal and state prisons than any other state in the United States. 
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root from which the phrase “in the belly of the beast” originated, I argue that this saying is only 
partly describing the state of existing in the center of some foreboding circumstance. Instead, if 
being in the “belly of the beast” is a biblical reference to living in a hell or grave of sorts, then in 
actuality this statement is about living and being in a condition or state of death.  
This project Belly: Blackness and Reproduction in the Lone Star State, even its title, delves 
into the intersections of Blackness and death. By focusing on the Black reproductive body and the 
experiences of reproduction for Black women, this project provides an explicit depiction of what 
it means to exist in a living state of death. More specifically, this dissertation provides multiple 
manifestations of the beast by examining the conceptualizations of the gendered and reproductive 
Black body and the geographic topographies that serve as hubs for Black death.   
IN THE WOMB OF THE BEAST: WRITING AGAINST THE PATHOLOGICAL BLACK WOMAN 
In February of 2011, billboards were erected around the country touting the assertion that 
“The most dangerous place for an African – American child is in the womb.” This campaign 
initiated by an organization called Life Always in New York City was an anti-abortion promotion 
highlighting the high rates of abortion in the African-American community. This group also 
wished to highlight the role of Planned Parenthood in targeting minority communities with 
genocidal abortion services. While the group’s position against Planned Parenthood is indeed 
rooted in an accurate history around eugenics2, this billboard campaign was met with a significant 
amount of opposition. Overall, the chosen messaging, instead of depicting a firm stance against 
eugenics and genocide, failed to contextualize the issue and unsuccessfully directed the blame onto 
Planned Parenthood clinics. Instead the advertisement promoted the problematic assumption that 
                                                 
2 Margaret Sanger who was one the foremothers of Planned Parenthood clinics was also a large advocate of the 
American eugenics movement.  
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being in the womb of the Black woman was equivalent to the kiss of death and that Black women 
were to blame for the deaths of their children.    
This example recreates and maintains historical conceptions of Black women as the 
primary culprits for the decline of the Black community. In addition, this Moynihan-esque3 
sentiment also perpetuates ideas around Black women’s inability to access ideas around true and 
legitimate womanhood and motherhood. I mean, what other place is safer than a woman’s womb 
for an unborn child? What good mother would be responsible for the death of her own child, right? 
While the controversy around abortion is a widely debated issue among a diversity of people, 
Black women have historically and continue to been susceptible to the judgments about their 
mothering abilities and capabilities. In fact, Black Feminist theorists, have acknowledged the ways 
in which Black women from the era of slavery have served as the embodiment of inhumanity and 
the calculating baton in which to measure against the personification of white virtue, womanhood, 
and motherhood (Spillers 1984; 1987; Roberts 1999). Given this, this 2011 billboard campaign, 
when couched within its historical precursors and ideological underpinnings, offers another, 
however repugnant, application of the being in the “belly of the beast.” What are the changing 
meanings behind being conceived in the womb of a Black woman? What are the contemporary 
repercussions of associating death with the reproduction of Black women? This dissertation seeks 
to answer some of these questions. 
Part of the impetus behind this work is writing against the ideology of the pathological 
Black mother. Other works have put in significant amounts work to contextualize and historicize 
this problematic conception (Roberts 1993; 1996; 1999; 2003; Collins 1991; Hartman 1997; Berry 
                                                 
3 Daniel Patrick Moynihan’s 1965 report, fully titled “The Negro Family: A Case for National Action,” identified 
the declining Black family as an important national issue. It blamed the Black female heads of households for 
recreating a culture of poverty and transmitting pathological behaviors to their children in the home. 
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2005; Glenn 1993) This work seeks to contribute to this same body of literature. By looking at 
some of the latest dialogues surrounding Black women’s reproduction, birth disparities, and infant 
mortality, I seek to build upon literature that dispels inaccuracies and appropriately redirects blame 
away from the Black mother.  
KEEPING AUSTIN WHITE: TEXAS, AUSTIN, DEATH, AND ANTI-BLACKNESS 
While the geographic focus of this project in its broadest sense is Texas, a majority of the 
ethnographic data is collected in the state’s capitol Austin, Texas. If a premise of this work is 
evaluating the condition of living in the abdomen of the beast, Texas becomes one form of a  
“beast.” Given this, centering my analysis on the capitol, ostensibly the geographic center and hub 
of the state’s political workings makes sense. Additionally, locating Austin as my primary 
ethnographic site is particularly useful given its reputation as being a liberal “mecca” of sorts in a 
conservative state. It is often referred to politically as the blue dot in a red sea. Consequently, 
accentuating the presence of Black death and inequality in Austin directly challenges this assertion. 
I argue that this depiction obfuscates the social and political reality of Austin as a polarized, 
segregated, and racially charged city. It ignores the present reality’s pioneering history. Despite its 
present progressive reputation, the residue of Austin’s historical participation in racism as a social, 
political, and economic system is still visible in its current configuration. In fact, the remnants of 
this problematic history are most noticeable in the evolution of the city’s neighborhood 
arrangements and continue to be exacerbated by the overwhelming contemporary phenomenon of 
gentrification. Even a brief geo-spacial analysis of Austin illuminates the impacts of racialized 
urban planning and in particular the intentional manipulation and migration of Black urban bodies. 
I argue that the existence of anti-black racism and sentiment as articulated in these various 
manifestations has created an (im)possibility of Black spaces - let alone safe and healing Black 
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spaces - in the city over the years. It follows then that this situation can serve as a basis for thinking 
through the large racially disparate health disparities and can be evidenced in the mapping of the 
Black migration over time.  
The notorious 1928 Austin Master Plan was the first urban development plan for the city 
of Austin since its founding in 1839 (Busch 2013). This plan, created by the Kock and Fowler 
engineering firm, has been pinpointed as the primary institutional and government backed proposal 
to intentionally segregate and specifically relocate Black bodies to a specific section on the east 
side of town. An excerpt from this proposal states that  
"It is our recommendation that the nearest approach to the solution of the race 
segregation problem will be the recommendation of this district as a negro district; 
and that all the facilities and conveniences be provided the negroes in this district 
as an incentive to draw the negro population to this area. This will eliminate the 
necessity of duplication of white and black schools, white and black parks, and 
other duplicate facilities for this area…” (Gregor 2010).   
This plan laid the ground work for the current separation of east and west Austin divided 
what is now major interstate highway I-35. It laid the groundwork for the geographic and racialized 
unequal distribution of resources around housing, health, education, and basic livelihood 
necessities. More importantly, the plan specifically aimed to manage the location of Black 
communities in the city. Even as Latino populations were also confined to certain parts of Austin 
and condensed largely in the southern part of town, the issue of Latino communities’ segregation 
was not explicitly addressed in the Master Plan. 
It is evident from this record that Austin was not free from the political, social, and 
economic strongholds around race that were so pervasive during that time. In fact, even as late as 
the 1960’s, Austin political leaders, businesses, and residents were still blocking and defeating 
proposals around fair housing regulation for the city. Austin even its earliest conception was 
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framed as a progressive and liberal city, free from the urbanization of booming industrialization, 
and less racially taut than other southern cities. Yet racial tension and inequality was just as present 
there as other locations in the state and in south. In particular, much of the depictions of Austin as 
a liberal and progressive city were based on the intent of residents to maintain a less urban feel in 
the city. Also, the growing intellectual presence due to the increasing enrollment at The University 
of Texas helped Austin’s liberal reputation. Andrew Busch maintains in his 2013 analysis of 
Austin entitled “Building a City of Upper-Middle Class Citizens” that progressive ideology in 
Austin was more so about 
“support of New Deal policies, encouraging strong ties to federal government as a 
source of funding and promoting non-industrial growth, much more than fighting 
racial inequality or rejecting the sanctity of private property rights…” (2013). 
What this confirms is that the intentional movement and placement of Blackness has always been 
on the agenda as a political, economic, and social tool in Austin. 
 Given this, it comes to no surprise that movement, migration, and ultimately displacement 
have become a critical part of the Black experience in Austin, Texas. Combing the history of 
Austin, one will find that some of the most affluent and prestigious neighborhoods as they exist 
today in the city were once densely populated communities of Black people. Wheatsville and 
Clarksville are examples of communities once comprised of mostly Black residents that are now 
middle to upper middle class and overwhelmingly white4. While the 1928 Master Plan initiated 
the practice of manipulating and relocating Black bodies, a combination of other circumstances 
                                                 
4 David C. Humphrey of the Texas Historical Association asserts that after the 1928 Master Plan, African-Americans 
in Austin remained highly segregated. This was until the 1950s and 60s when leaders from the community began to 
protest segregation and demanding more rights and equal access. While African-Americans in Austin remained on the 
East side of town until the 1940’s, Humphrey cites the existence of many Black institutions such as “150 small 
businesses, more than thirty churches, and two colleges, Tillotson College and Samuel Huston College.” While the 
African-American population continued to grow over the years, the overall percentage in the total population dropped 
from 33 percent to 17 percent by 1940.   
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surrounding the changing social and economic landscape in Austin has resulted in an increase in 
the remaining Black population’s migration out of the city. 
Over the years, Austin has become one of the fastest growing cities in the nation. It is well 
known for its large music festivals, multiplicity of outdoor activities, and at one time very 
successful University of Texas education system and football team. As its popularity dramatically 
increased and continues to increase, so does the influx of new residents, new businesses and also, 
as many have seen, the cost of living.5  Interestingly, as the city of Austin’s population continues 
to grow dramatically, the relative percentage of the Black population is decreasing. In fact, in 2012, 
city demographer Ryan Robinson lists the African-American wane in population and African-
American flight to the suburbs as two of the Top Ten Demographic Trends in Austin (Robinson, 
2012). According to data presented by the city as well Travis County, if this trend continues the 
percentage of Black residents in the area could be reduced to only about 5 percent. Given the 
current trajectory, it seems that this may end up being the case. 
Even more noteworthy is the newfound displacement of Black residents from the core and 
eastern side of the city. As previously established, this portion of city located on the eastern side 
of highway I-35 was intentionally and overwhelmingly populated with African-American 
individuals and families. Yet as more people, and specifically college aged and young 
professionals began to be attracted to various aspects of the city, they were also attracted to the 
low housing prices and affordability of the east side. This process, as in many other major cities 
across the nation, is what is now coined as a process of gentrification. This term in its most basic 
sense describes the process of displacement that occurs when a once neglected and heavily 
                                                 
5 According to research conducted by MPF research firm, Austin rental prices rose 4.8% in 2013. Although, a 
significant amount of construction is occurring around the city, rental prices continue to rise placing Austin in the 
top ten for annual rental change (Parsons 2014) 
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minority populated neighborhood becomes desirable, usually due to its affordability and also 
corresponding rich culture as provided by the original inhabitants. It then follows that this increase 
in desirability increases “settlement” by more affluent groups and therefore increases the relative 
profitability of the neighborhood on the housing market. Once this is done, increased efforts to 
“develop” or “clean up” the area ensues and the original residents are bought out, pushed out, and 
forced to relocate. It is something akin to a twenty-first century colonialist conquest. The article 
”Twenty-First Century Globalization: Impacts of Gentrification on Community Health” (2008) 
states that  
….In practice, gentrification is a process that up- roots the urban poor by raising 
rents and taxes and making it impossible for them to stay. Dilapidated and 
depopulated, yet potentially attractive neighborhoods, with solid housing stock and 
well laid-out streets in close proximity to the city center, are dis- covered by 
developers, investors, artists, and other professionals.  Block by block 
neighborhoods change, as newcomers fix up old buildings. As galleries and cafés 
open, curb stores and mom ‘n’ pop groceries close. City services improve and the 
infrastructure is revitalized. In the final phases, wealthy and educated professionals 
dominate the area. Property values rise, followed by property taxes and rents… 
(Murphy et al. 2008, 67) 
 
This depiction adequately describes the case for present day East Austin.  Illustration 1 
shows the population change in areas of Austin for African Americans. This map reveals the sharp 
decline in representation of Black residents in the city’s core and east side and the growing 
representation in the out skirts of the city. Furthermore, illustrations 2 and 3 also depict the decline 
of Black bodies from 1990 to 2010 from the city’s core and into the outskirts of town. 
Consequently, this issue is being picked up by a number of people including the city itself, 
researchers, and the media. Yet, when an anonymous city councilmember was approached about 
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issues of race in Austin, the individual stated that talking about race was not an option as 
highlighting racial issues in Austin was not in accord with the way – and to whom – they were 

















Illustration 1:  African-American Growth and Decline6 
 
 
                                                 





Illustration 2: African-American Map East Austin 1999/20007 
                                                 




Illustration 3: African-American Map East Austin 2000/20108 
 
                                                 
8 Data Source: City of Austin Planning and Development Review Department Website. 
13 
 
Ethnographically, my time in Austin, which spans beyond the contours of this research 
project, has also provided evidence that supports the notion as exhibited from the urban planning 
and city management history that Austin is a city rooted in a sentiment that is anti-black. For me 
and others, it has manifested in various incidences both seemingly minor and notable. They include 
various instances such as witnessing my Black males friends non-admittance to venues downtown, 
the treatment and magnified response of the police force during predominantly Black major events 
such as the Texas Relays, or the fact that a good friend of mine and lifetime resident of Austin 
often states that “It ain’t summer in Austin unless a Black person gets shot by the police.” While 
this fact serves as important context for this project, it further grounds the reasoning and 
justification for Austin as a critical location for the analysis of Black life and death. 
To provide further contextualization around the issue of Black death, I turned to mortality 
data from the U.S. National Center for Health Statistics. According to the information as presented 
in National Vital Statistics Reports (NVSR), the overall age-adjusted death rate9 for all races in 
the United States was approximately 759 per every 100,000 individuals (U.S. National Center for 
Health Statistics, 2010). When broken down by race, the death rate for the White, Hispanic, and 
Black population was 751, 536, and 936 respectively. Interestingly, this national date reflects not 
only the enormous racial disparities that exist between White and Black communities but also the 
existence of the “Hispanic paradox” in which Hispanic communities and especially Hispanic 
immigrant communities exhibit significantly better health outcomes in many instances (Saenz and 
Morales 2012; Bender and Castro 2000; Hoggatt et al. 2012; Romero et al. 2012; Waldstein 2010).  
                                                 
9 An age adjusted rate, also known as age standardization, is a weighting process that allows for rate comparisons 
regardless of age distribution. The mortality rates provided here have been adjusted to include a standardized rate 
that includes all ages and all causes of mortality and death. 
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When compared to state data on death rates, Texas’ age-adjusted mortality rates are for the 
most part on par with national numbers. For instance, when evaluated per every 1,000 residents, 
the Texas mortality rate for all races is about 7.8. This is compared to the 7.6 on the national level 
(2010). In 2011, the mortality rate for Texas per 100,000 residents was approximately 755.3 (Texas 
Department of State Health Services, 2011). This is a small drop from 2010. Similarly, when 
broken down by race, data on mortality is comparable to the national statistics with rates for the 
White, Hispanic, and Black communities in Texas registering at about 777.3, 615.1, and 918.6 
respectively per 100,000 Texas residents.  
From here, what becomes noteworthy are the death rates for Travis County. This of course 
is the county that houses the states’ capital Austin. Austin’s reputation as a unique, 
environmentally friendly, outdoorsy, and health conscious city always precedes it. It is the liberal 
“mecca” in Texas. This demeanor is evidenced even in the overall death rates for the county and 
in the city. According to the data presented by the Texas Department of State Health Services, the 
age-adjusted death rate for Travis County in 2012 was 667.4 per 100,000 residents. This is 
significantly lower than the rate of approximately 780 for the state in 2010 and 760 as the national 
average. These numbers at first glance seem to be in support of the perception that Austin is a 
healthy and wonderful place to live. Yet, when examining the data broken down by race you will 
see that apparently, Black residents in Travis County are not afforded the same live preserving 
experiences as other residents. When broken down by race for Travis County in 2010, the mortality 
rates for White, Hispanic, and Black residents was 666.2, 568.2, and 927.1 respectively for every 
100,000 residents. This shows that whichever life “protections” are producing these reduced 
mortality rates in Austin/Travis County are obviously not accessible to the Black residents that 
reside there.  Moreover, while the mortality rates for Black residents in Travis County are similar 
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to the rates for Black people in both the state of Texas and in the United States, in Travis County 
the disparity gaps are significantly more pronounced. It begs the question how can such huge racial 
disparities exist in a city with such a progressive reputation. Although this data focuses strictly on 
death rates and mortality, the enormous gaps exists in other quality of life and health markers for 
Black people in Austin/Travis County. This will be explicitly exhibited in chapter 2 around the 
issues of maternal health and infant mortality. Consequently, these facts dispel yet again the notion 
of Austin as this liberal, racially tranquil, and progressive city. Instead, it exhumes the ever-present 
residue of its problematic racialized and ultimately anti-Black history.  
WHY REPRODUCTION? 
Murphy et al in their article on gentrification highlights the ways in which gentrification 
causes shifts in the community health. This is particularly true to low-income and displaced 
populations (2008). When considering mortality rates, and in light of the Austin’s quickly evolving 
formation, I found that looking at issues of health is of grave importance. Nevertheless, I chose to 
pinpoint reproductive and women’s health as my primary focus. This project evaluates the 
intersections between Black women’s reproductive experiences and the condition of reproductive 
health and access in the state of Texas and in Austin10. Other scholars have expounded upon the 
importance of work on motherhood, reproduction and birth makes to social theory (Collins 1993; 
Ginsburg and Rapp 1995; Wilkie 2003; Glenn 1993; Davis-Floyd and Sargent 1997). Additionally, 
focusing on Black women’s reproductive health and access allows for a critical examination of not 
only motherhood but also the various mechanisms and determinants of health that intersect with 
                                                 
10 In a 2013 study done by Huynh and Maroka, they found that increased levels of gentrification resulted in increased 
instances of preterm birth for non-Hispanic Black mothers in New York City. This was in contrast with the case for 
non-Hispanic whites in which increased gentrification served as a protective factor against preterm birth.  
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race, class, and sexuality and that operate socially, economically, and politically within the terrain 
of reproduction.  
In the fall of 2009, I began work with an organization called MAMAS. This group is a 
local community organization of mothers of colors and women of color allies who organize around 
various issues pertaining to poor and working class mothers of color. Their mission asserts that 
they are: 
…a collective of working class and poor mothers of color based in 
and around Austin, TX. We are interested in organizing ourselves 
and other women/mamas of color around issues with accessing 
needs like food, housing, education and safety, finding out together 
what our larger ideal community looks like and building it 
together.11 
In the MAMAS work, the choice to focus on birth not only grew from the idea that birth 
was something that all of the women in the group could relate and connect to but it grew more 
importantly from an important political stance. This stance acknowledged that a woman’s 
experience in birth had longstanding effects not only on her physical and emotional well-being but 
also for her children. Furthermore, the organization asserts that experiences of discrimination and 
disenfranchisement for the poor and working class in actuality start in the womb. The collective 
felt that this work, on a larger scale, took notions such as the school-to-prison pipeline, for 
example, and extended them to encompass the experiences of birth. MOCR articulated the 
importance of addressing instead the womb-to-prison pipeline in which the social, structural, and 
racial variables that direct the lives of Black and Brown people are challenged from birth.   
Similarly, while this research project centers on reproduction, birth, and the state of 
reproductive health and justice campaigns in Texas, it is in actuality not truly about reproduction 




and reproduction alone. Instead, this project utilizes and builds upon the study of reproductive 
justice in order to explicate the ways in which particular bodies and experiences are devalued to 
the point that their life chances are limited to the point of death. It centers blackness and black 
women’s experiences as a means to reveal the various ways that larger structural mechanisms have 
and continue to operate ideologically, legally, and physically to maintain a particular social and 
racial order. Moreover, central to this project is also an attempt to locate reproduction within an 
interconnected web of many social practices that all work in tandem to maintain a particular legacy 
of power, control, and domination.  
Interlocking Systems of Oppression 
Various scholars have theorizes and articulated the ways in which multiple systems of 
oppression interlock and act upon lived experiences at one time, particularly in the lives of Black 
women (P. H. Collins 1991; Hooks 1981; Crenshaw 1991; Combahee River Collective 1983). In 
the same way, focusing on reproduction as a point of analysis allows for a critical investigation of 
the multiple ways that oppressive systems operate in tandem to dominate, control, and harm 
bodies. In order to provide one example of how this may look, I would look to draw on some of 
my previous interests and work around Black women’s growing incarceration to make this point. 
Specifically, I would like to draw on the connection between the history or slavery and mass 
incarceration and its inextricable link to Black women’s reproduction.  
Many scholars have theorized about the link between slavery and the present racial dynamics 
in prisons today (Davis, 2003; Gleissner, 2010; James, 2005, 2007). Joy James in her work 
acknowledges that use of the term “slavery” to describe a modern day phenomenon is a contested 
issue. She challenges the inapplicability of the term by stating that “racially fashioned enslavement 
shares similar features with racially fashioned incarceration…prison is the modern day 
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manifestation of the plantation” (James, xxiii). This same sentiment can be found in the work of 
Angela Davis who expounds upon the transition from slavery to the present system of U.S. 
incarceration. She notes how crime becomes conflated with color and is linked to a historically 
rooted anti-Black racism (Davis, 2003). This same thread of dialogue has become prevalent among 
radical prison activists and can be seen in the work of other authors such as Dylan Rodriguez and 
the more recent work of Michelle Alexander in her book The New Jim Crow.  Although there are 
dialogues around slavery, race, and prison, very few scholars highlight the role of the Black woman 
in this trajectory. This is due in part to the fact that numerically speaking, the number of Black 
men in prisons today far exceeds the number of Black women. Black women today are the fastest 
growing incarcerated population and this fact should be considered alongside the historical focus 
on Black women’s bodies and sexuality from slavery and the centrality of violence and subjugation 
of the Black woman in the maintenance of the state. What I am suggesting here is that the lack of 
attention paid to black women’s incarceration fails to truly reveal the technologies of the state in 
maintaining power and in particular Black subjugation. If physical and sexual exploitation and 
violence against Black women’s bodies was indeed central to the maintenance of racial order and 
the “peculiar institution” called slavery, then it would follow that the link between slavery, 
capitalism, racism and the current penal structure, and the link between Black women’s 
reproductive experiences and the carceral regime, should also be a critical focus of examination. 
This includes an investigation of violence, sexuality, power, control, and reproduction for example.  
Drawing again on Roberts’ work and still building upon Spillers and Hartman, it is important 
to acknowledge the ways in which sexuality, reproduction and motherhood become criminalized 
in the lives of Black women. For instance, Roberts work discusses the onset of what can be known 
as “prenatal crimes” or crimes in which the woman is supposedly responsible for the harm of an 
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unborn fetus. This legality is particularly dealing with the ingestion of illegal substances by a 
pregnant woman but in practice focuses on the ingestion of crack cocaine and disproportionately 
targets poor women and overwhelmingly Black women as well. Inherent in this policy is not only 
an ideology about the incompetence and dangers of poor and black women to their unborn children 
but also breaks that allow for bias in various levels of its implementation. Yet in furthering this 
dialogue, Roberts also brings to the light the ways in sanctions that limit the reproductive freedom 
of the women- such as being sentenced to taking birth control or being given the option of jail or 
abortion- were at one time the norm. Although she states that these reproductive punishments are 
not eugenic because they are not directly trying to prevent the transference of criminal traits they 
still are based on the same premises of eugenic sterilizations laws that assume that  
“…social problems can be cured by keeping certain people from 
having babies and that certain groups therefore do not deserve to 
procreate. In either case, reproductive penalties turn offenders into 
objects rather than human beings that can be manipulated for the 
dominant society’s good” (Roberts, 200). 
The above examples, plus others such as the current practice of shackling pregnant women in 
prison during labor, continue to provide the much needed groundwork to begin marking the link 
between sexuality, reproduction, and criminality. More importantly, these examples provide for 
this project the springboard to discuss the relationship that exists between reproduction, sexuality 
and the criminalization and incarceration of black women in the U.S.   
This is particularly important and is considered here in order to begin the dialogue that 
addresses the question about why it is important to locate reproduction within larger dialogues 
around racial domination and control. It also strives to reveal how reproduction works in 
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conjunction with other technologies of racial and gendered oppression. In doing this, I attempt to 
locate the continuities that may exist between the black female’s experiences during slavery, the 
significance and location of her presence for the maintenance of the racial and social order during 
slavery and the current phenomenon of the growing incarceration of black women in the United 
States, and her experiences of reproduction. In other words, including an analysis about 
incarceration and its links with Black women’s reproduction allows for a discussion around the 
complexity of, and association between, various mechanisms of oppression.  
Although, the intellectual stream as presented above provides a more theoretical understanding 
of interlocking systems of oppression, it does in fact manifest in the ethnographic depictions 
present in the project and in the following chapter. For example, central to the reproductive work 
of the MAMAS organization is the explicit assertion to highlight the link between reproduction 
and incarceration with their “womb-to-prison pipeline” analysis. Moreover, understanding the 
history of Black women from slavery as well as their reproductive experiences since then, helps 
to fully contextualize the ways in which various forms of oppression are connected contemporarily 
to their reproduction. The narratives that arise from the focus groups and conversations with Black 
women locally as presented in chapter two also provide salient examples of the ways in which 
criminalization, surveillance, and reproduction concretely manifest around birth, health care, and 
the participation in state systems including the welfare state. Overall, it is important to try and 
unpack this association not only in regards to the criminalization of Black women and their 
reproduction but also to explore the claim that the effects of reproductive experiences has very 
large and far-reaching social implications.  
Reproduction as a Tool of Genocide 
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If we can recognize reproduction as one piece of a multi-threaded rope of oppression, than 
it follows that we can also support its conceptualization as a critical tool of genocide. This of course 
is have been evidence by a number of feminist theorist and scholars who have recounted histories 
of sterilization and conquest in their communities (Collins 1991; Roberts 1999; Smith 2005). In 
particular, the role of reproduction in the bio-political power of the state has been evidence in the 
writing of Foucault (1988), Jacquie Alexander (2005), among others.  
According to a document drafted by the UN at the United Nations at the 1948 Genocide 
Convention:  
 … genocide means any of the following acts committed with intent to 
destroy, in whole or in part, a nationalist, ethnical, racial, or religious group, 
as such: 
(a) Killing members of the group 
(b) Causing serious bodily or mental harm to members of the group; 
(c) Deliberately inflicting on the group conditions of life calculated to 
bring about its physical destruction in whole or in part; 
(d) Imposing measures intended to prevent births within the group; 
(e) Forcibly transferring children of the group to another group (United 
Nations 1948) 
 
Although at first glance, it seems that the obvious and most relevant part of this definition would 
be the phrase next to letter (d) Imposing measures intended to prevent births within the group. 
Nevertheless, the issue of reproduction and black women’s bodies in actuality encompasses all of 
(a) through (e). If one recites not only the statistical facts around black women and birth in the 
United States as released in the Amnesty International report but also the various manifestations 
of reproductive violence as articulated by Dorothy Roberts (1999) and Saidiya Hartman (1997) to 
name a few, one can draw a connection between the UN’s definition of genocide and the utilization 
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of the reproduction as a tool of that genocidal project. Moreover, other authors have discussed the 
relationships between reproduction and genocide by focusing such topics as birth control or 
abortion (Caron, 2010; Marable, 2000; Weisbord, 1975).  
For the purposes of this project, the effects and enforceability of the UN statement is of no 
concern. Instead, this definition is useful as 1) a theoretical construct to explain the significance of 
reproduction in understanding the mechanisms of genocide, 2) a means to expound upon the reality 
of death and suffering in black women’s reproductive experiences in the United States, and 3) as 
presented in the concluding chapter of this work, the ways in which dialogues and work that focus 
on reproduction and reproductive justice work have the potential to be strategic and powerful acts 
of resistance against the genocidal project.  
ON METHODOLOGY 
Irma McClaurin in her edited work Black Feminist Anthropology (2001) states that 
Black feminist anthropological theory asserts that by making the complex 
intersection of gender, race, and class as the foundational component of its 
scholarship, followers gain a different and, we are convinced, fuller understanding 
of how Black women’s lives (including our own) are constituted by structural 
forces. The multiplicity of coping strategies and forms of resistance that Black 
women adopt globally to contend with the structural and psycho-cultural 
dimensions of racism, sexism, and the other myriad forms that social inequality can 
assume in people’s lives are an essential component of a Black feminist 
anthropological theorization. In taking on the role of producing meaning, we as 
Black feminist anthropologists align our commitment, skills, and resources with 
those of the existing coterie of ‘organic intellectuals’ that can be found in every 
community and who ‘[represent] the interests of the oppressed, raising their 





I consider this dissertation to be interdisciplinary in nature as it draws upon and traverses 
multiple disciplines such as Anthropology, Black Studies, Gender Studies, and Sociology to name 
a few. Yet, my methodological approach to this project falls in line with a Black Feminist 
Anthropological theory and praxis rooted generally in the rich legacy of Black feminism, African-
American intellectual tradition, and moving towards an “anthropology of liberation”12 (McClaurin, 
16). I have attempted to weave into my work various aspects of a feminist and epistemology which 
includes an understanding of the politics of location, an anti-racist and anti-oppression framework, 
consideration around the rewriting of violence and violent acts, and research that takes careful 
consideration about the politics of the activist-scholar (Sudbury, 1998; Alexander, 2006; 
Hartman,2008; Collins, 1999; Mohanty, 2003; Hale 2008) 
As a Black woman, conducting research that centers on Black women, I adopt the role of 
the “native” anthropologist, with all of the complexities and negotiations that come with this 
location, and have created in this work an auto-ethnography of sorts. Responding against critiques 
of acculturation and gaze that purportedly and detrimentally influence the critical analysis of 
“native” anthropologists, McClaurin asserts that  
…‘native’ anthropologists in general have created scholarship (and new 
ethnographic interventions) in which our difference, our otherness, serve as 
valuable points of reference. Black feminist anthropologists, in particular, embody 
several traditions, all of which emanate from what Foucault calls ‘subjugated 
discourses.’ That is, Black feminist anthropologists derive their inspiration from 
the traditions of women-centered, feminist, African American, vindicationist, and 
‘native’ scholarship that are inherently reflexive and oppositional, and that seek to 
challenge the historical foundations of anthropology… (60). 
 
                                                 
12 This term was originally coined by Faye Harrison in her edited volume entitled Decolonizing Anthropology: 
Moving Forward Toward an Anthropology of Liberation. 
24 
 
Encompassed in this project are the intersections of multiple disciplines, the perspectives of the 
native anthropologist, the intricacies of lived experience, and the consequences of complex social 
relations in the field. Nevertheless, the outcomes of this hodgepodge reflect an intricately situated 
reality that sheds lights on the particularly multifarious Black reproductive experience.  
While my impetus for doing this work was in no way informed by a desire to be in 
conversation with the existing anthropological works on birth, it is important to note the ways in 
which drawing on this legacy of Black feminist anthropology with a topical focus on birth also 
provides a critical intervention in the growing literature on birth in the discipline of Anthropology. 
This compartment of emphasis while growing in magnitude, for the most part excludes Black 
American birth experiences. Ultimately, my position as a Black anthropologist conducting 
research on birth, situates me in such a way that I am in direct conversation with these other 
anthropological texts. As a result, I find it necessary to acknowledge the current literature and 
indicate where I feel this project intervenes. 
The book Childbirth and Authoritative Knowledge: Cross Cultural Perspectives in its 
introduction provides an in depth review of the legacy and literature in the field of the 
Anthropology of Birth. It pays homage to Bridgette Jordan for her work in Birth in Four Cultures 
and honors other anthropologists work such as Margaret Mead Niles Newton (1967), and Sheila 
Kitzinger (1971; 1981; 1987; 1992; 2000; 2002; 2005; 2006) among others as the foremothers of 
the Anthropology of Birth (cite). Literature in the field of anthropology and birth has been situated 
geographical in various settings around the globe such as Egypt (Morsy 1982), Greece (Lefkarites 
1992), Sierra Leone (McCormack 1982), Mexico (Browner 1983), and in various places in Europe 
(Kitzinger 1978) to name just a few. While these various studies helped to grow this 
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anthropological focus, I feel that my particular interest and contribution fits better in the 
examinations of birth in Western culture and in particular in the United States.  
The introduction to Childbirth and Authoritative Knowledge interestingly cites very few 
studies that focus on the experiences of Black women in America. They reference the work of 
Gertrude Frasier who examines the history of Black Granny Midwives in Virginia (1998) as well 
as Molly Dougherty and Debra Susie (1988) whose work also looks at Black Granny Midwives. 
They also reference one other study by Hahn and Muecke in 1987 that includes in a comparative 
study the experiences of low-income black women. Laurie Wilkie, in her book the Archaeology of 
Mothering (2003), provides an archaeological perspective on mothering by examining the material 
culture of a Black midwife in Mobile, Alabama. Overall, even as the research on birth in 
Anthropology is a growing field, very little work is done and exists on the specifically on the 
reproductive and birth experiences of Black American women. My research helps to begin filling 
this critical gap. Furthermore, this project not only seeks to delve ethnographically into Black 
women’s experiences of birth and reproduction in the United States but it also situates the data 
alongside clinical and qualitative data in other fields. It contextualizes the work historically in 
order to provide a more comprehensive portrayal of the social, economic, and political 
complexities around Black women’s reproduction and birth.  
The research for this project locates the grassroots organizing work of the MAMAS 
alongside national and state level legislation and data about maternal and infant health disparities.  
The work not only situates ethnographic experiences within the larger repertoire of quantitative 
health literature on disparities but it also historicizes the work alongside Black Feminist theories 
of the body, history, and Black women’s reproduction. Drawing from extended participant 
observations, interviews, focus groups, policy research, statistics, and archival work, this project 
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unpacks the large disparity that exists in maternal and infant health outcomes for Black American 
women and the ways in which policy, community organizing, and other geo-political factors 
contribute to, mediate, or remedy this phenomenon. 
MAMAS was created not only with an intent to organize around basic necessities and to 
work towards creating the just and loving world that the members envisioned, but it was also about 
acknowledging the oftentimes invisible and political work of mothering and caretaking. This was 
not only inclusive of biological mothers. It encompassed and articulated a broader understanding 
of what “mothering” looked like and about who could be involved in the act of “mothering” and 
“caretaking.”  
While the focus of (re)conceptualizing the concept of mothering was only one aspect of 
the work of the MAMAS, this project similarly centers the experiences and perspectives of poor 
and working class mothers of color in order to revamp the ways in which we see birth and 
reproduction in the United States. While theorists of the Anthropology of Birth acknowledge the 
contribution that theorizations of motherhood, reproduction, and birth provides to social theory, 
the exclusion distinct of the experiences of Black American women limits the ability to forge a 
comprehensive analysis of reproduction and birth in the United States. As Patricia Hill Collins 
asserts, centering those on the margins, and particularly the experiences of the (M)Other, (Scheper-
Hughes 1992; Rowley 2003) in our inquiries into birth and “motherwork” presents different 
concepts and themes that drastically change the outcomes of our analysis (Collins 1993). Instead 
of including the predominant one-liner about disparate racial, ethnic, and classed experiences of 
birth in the United States, while still basing their analysis on the normalized white middle class 
experience, this project roots discussions around reproduction in the United States’ racialized 
history and begins a dialogue that reveals the complexity of Black American reproductive 
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experiences and its impacts on the larger United States reproductive landscape. 
Overall, I argue that centering Black women and conceptualizing reproduction in the way 
described thus far, allows for a broader conversations around the state of American social reality. 
Specifically, this dissertation despite its focus on reproduction also includes a heavy structural and 
institutional analysis and as a framework about the larger issue of social transformation. Each 
chapter, though dealing with various issues impacting reproduction in Texas and Austin, in 
actuality contributes to these broader and critical dialogues in a complexity of ways. 
Given this, chapter one provides a brief overview of both the current national legislation 
impacting Women’s health as well as current controversial legislation around women’s health in 
the state of Texas. I argue that while women’s health is framed as a women’s rights issue and that 
the policy decisions around it are supposedly “race-neutral,” in actuality the impacts of the policy 
on the ground and the inextricable link to women’s health and Medicaid, expose the racially 
discriminatory nature of the policy. Moreover, I propose that not only are black women 
overwhelmingly impacted by these policies but they also fall in line with the historical role of the 
state and law that 1) renders black women’s suffering illegible/invisible and 2) is rooted in racist 
ideologies around black women, their bodies, and their reproduction. 
Chapter two provides relevant information around the current rates of infant and maternal 
mortality for black women on a national level as well as in Travis County. Given that black women 
are four times as likely to die from birth related complications and black babies are 2.5 times as 
likely to die, this chapter explores what the current research says about the root causes of these 
disparities-including the impacts of stress caused by the experience of long term exposure to 
racism. With this information placed alongside the information about current healthcare models 
and information from focus groups with black women in Austin, I argue that drawing upon the 
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legacies of Black Granny midwives and building stronger relationships and creating loving 
supportive communities to combat the impacts of racism stress could be our best immediate 
solution to these maternal health disparities.  
Chapter three examines how the inherent nature of institutions hinders the preservation of 
counter-hegemonic work and radical social transformation. Using the examples of the MAMAS 
and their various engagements with various institutions around the reproductive health of Black 
bodies, this chapter provides concrete examples of why engaging in institutional collaboration 
around reproductive health is counter-productive and rarely provides the potentiality for 
progressive work. In the end, I assert that we must a radical imagination that creatively concocts 
alternative way to exist, work, and operate outside of established systems and institutions and is 
courageous enough to believe our utopian and radical imaginings are boundless and feasible. 
The final chapter gives insight into the inner workings, relationships, and organizing 
structure of MOCR.  I argue that organizing around blackness within this structure proves to be 
difficult given the hardships that arise in trying to organize around challenging race, class, and 
color dynamics. Ultimately I maintain that the process of relationship building, love, and support 
proved to be the most transformative and critical part of the organizing work. 
Finally in the conclusion, I argue that reproduction is not only significant as a tool of 
genocide but is critical as a means of resistance and rebellion against death. Incorporating love, 
hope, support, desire, pleasure and community into our blueprints for social transformation and 
may be a way to incorporate resistance into our day to day and ultimately serve as our primary 
means of survival. 
While this dissertation offers many critical interventions, it is not without its shortcomings 
and gaps. In particular, while this project does acknowledge some of the geo-spacial and geo-
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political contributions to black displacement in Austin, the reach of my geo-spacial and geo-
political analysis only goes as far as an examination of gentrification and the declining population 
rate of Black individuals in the city. In other words, it fails to examine the many other aspects of 
the historical and changing black political economy that exists (or not) in this local setting. 
Nevertheless, a more in depth analysis of Austin’s history as well as more specifics and around 
urban planning, political circumstances and representation, and Black political economy would 






















Chapter 1: Blackness and The Political Landscape of Women’s Health Policy 
 
“The notion of incorporation is intended to specify more precisely the extent to 
which policies in fact offer benefits and protection to minorities and enable them to 
attain a measure of status within the national community. Incorporation is thus the 
obverse of the idea of “social exclusion,” or a concept that denotes not simply 
chronic poverty or unemployment or even exclusion of social benefits  but social 
marginality and isolation…Incorporation is more than just the lack of 
discrimination in awarding benefits and protecting rights; protection against 
deliberate, overt discrimination-differential treatment of individuals explicitly 
because of racial or ethnic characteristics-is a necessary but not sufficient 
condition for full incorporation. Incorporation also encompasses rules and 
procedures that allocate benefits, rights, and status. This may happen in such a way 
that some groups are systematically favored while others are systematically 
deprived. Such group imbalances may occur even in the absence of discriminatory 
intent through the unconscious operation of program administration, as when 
uniform, apparently race-neutral rules are applied unevenly to different groups. 
One group may be less inclined to seek benefits, for example, whether because of 
fear, lack of access, or cultural differences among groups. This kind of 
administrative discrimination also occurs within a political setting, and policies 
themselves can encourage such discrimination by shifting discretion over the rules 
and their application to lower levels of government and to front-line administrators 
or by adhering to standards of policy “success” that bias implementation and 
evaluation. Policies may thus be discriminatory even if they are applied in 
scrupulously neutral ways.” 
 
   -Robert C. Lieberman, Shaping Race Policy (2005)  
 
I sat in my bed with my legs crossed and my back propped up against two flimsy and 
flattened out pillows. I gently resituated my body trying to get into a more comfortable position 
while also attempting to not disturb my sleeping four year old whose body was curled up and 
nuzzled against me with one hand resting on top of my left thigh.  It was around one o’clock in the 
morning. This was way past my usual 10pm knock out time and my eyes were burning with 
exhaustion and the desire for sleep. I continued to stare entranced at the screen of my laptop. I 
could feel my heart drumming against my chest as my emotions jumped from anger, to sadness, 
to disgust, to joy, to exaltation, and even to utter disbelief. My eyes strained as I continuously 
flipped between my twitter timeline, Facebook, and the live streaming of Texas State Senator 
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Wendy Davis’s attempt at a thirteen hour filibuster in the Texas Senate to impede the passage of 
HB2/SB1. This bill would ban abortions occurring after 20 weeks of gestation as well as require 
that all abortions- even non-surgical ones- be performed at a Licensed Ambulatory Surgical Center 
(ASC). If passed, given the requirement for all abortion clinics be up to standard with ambulatory 
surgical centers, this bill would effectively cause the closure of all but five abortion clinics in the 
state of Texas (Texas Policy Evaluation Project 2013). 
I observed the pictures flooding the internet of orange clad protestors inundating the capitol 
and the materialization of what later would be coined by the participants as the “people’s 
filibuster.” I gapped in awe at what I perceived as a public display of legislative disarray and 
blatant procedural manipulation by the president of the house. “At what point must a female 
senator raise her voice to be recognized by her male colleagues,” stated San Antonio democrat 
Leticia Van de Putte.  As I heard the swelling voices of the crowd chant in collective rebellion my 
eyes welled with tears of inspiration and yet overflowed in globules of sorrow and rage. 
A part of me wished I was there. In that moment Texas was making national news and I 
wished that I could be there in the flesh witnessing it all go down. Earlier, while sitting on my 
mother’s couch, I had contemplated whether or not to head down to the capitol with my daughter 
to participate in the demonstration. Even though I hadn’t quite figured out how to explain the 
significance of what was happening in four year old terminology, I wanted her to see it. I wanted 
her to understand what happens when politicians delegate over bodies, oblivious or unconcerned 
with the real life implications of their decisions. I wanted her to see the potential power of the 
people and feel the energy that circulates in collective political actions. Yet, when I saw the 
heaviness in those big brown innocent eyes I decided to head home instead. Stroking her sleeping 
head, I wept for her and for myself. I wept because the need to fight for full autonomy over my 
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body still existed. I wept because as a black woman this fight over my body has been and continues 
to be etched into my existence and while I stood inspired by what was transpiring before my eyes, 
I knew that even if this fight against HB2 was won, it would have little to no impact on my struggle. 
It was only a small piece of what justice looked like to me. I knew that when large groups similar 
to the one converging in Austin rallied around “rights” and “access,” they rarely acknowledged 
the specificities of my black woman struggles- let alone the history behind it. I knew from past 
experience that even these supposedly progressive political spaces were in actuality quite exclusive 
and rarely made space – intentional or otherwise- for the involvement and prioritization of the 
marginalized groups overwhelming impacted by these decisions-liberal whiteness fighting 
consciously, or subconsciously, “on behalf of” the plight of the other or effectively erasing it with 
the rhetoric of the collective “all.” 
As the confusion around the final vote ensued, pictures, videos, and social media updates 
heralded the procession of state troopers to the capitol. News of protestor’s arrests began to surface 
on the social media scene and my usual and considerably justified fears around policing took over 
my imagination. I conjured up images in my head of Texas state troopers ripping my child from 
my arms for daring to enact my “right” for political expression. I envisioned screaming and wailing 
while a musical mash up of the Star Spangled Banner and Texas Our Texas played triumphantly 
in the background; flags waving. Nah…I’m good, I thought. I closed my computer sure that I would 
hear the final verdict on the vote in the morning. I rolled over, clicked off the lamp on my night 
stand, and embraced my daughter snuggly, grateful that I had another night with her and wishing 
my arms could always shield her from the perils of the world.  
The next day, news would break about the Republicans’ attempt to the change the 
timestamp on the vote and the people’s success at momentarily stopping the bill. HB2 of course 
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would later be revived and ultimately pass during the subsequent special legislative session called 
by Governor Rick Perry. This occurred in the face of the considerable mobilization against it. 
*** 
 This chapter draws a connection between current conceptions of women’s health policy 
and blackness to explicate the way current policies function to maintain and contribute to 
established racial formations via black women’s reproduction. It will begin by providing a brief 
overview of the impact of recent federal legislation on women’s health policy nationally as well 
as Texas’s response to this legislation and its own controversial contribution to women’s health 
policy at the state level. Next, the chapter delves into the larger implications of these various 
policies, contextualizes them alongside other writings about race and policy, and historicizes them 
against writings that illuminate the role that law and policy has played in relation to the black 
female body. Finally, the chapter will explain the ways in which purportedly race-neutral policy 
is discriminatory is nature based on the prevalence of disparate impacts, how these policies are 
rooted in a history that perpetuates the invisibility of black female experiences, and how public 
perceptions around welfare and blackness also influence women’s health policy decisions.  
In the 2012 presidential election year, the media was riddled with controversial 
commentary surrounding reproduction and women’s health from the conservative right. From U.S. 
Republican Representative Todd Akin’s comments about “legitimate rape” to Indiana State 
Treasurer Robert Mourdock’s comments asserting that pregnancies resulting from rape were “what 
God intended,” the controversial nature of issues surrounding women’s health began to rocket to 
the forefront of the political terrain. While many of these comments were met with strong 
opposition and seething critiques from the general public and both Democrats and Republicans 
alike, the foundational ideology underscoring these problematic comments still managed to 
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manifest in proposed legislation at the state level. While much of the most controversial legislation 
coming out centered on conservative attempts to restrict access and availability to abortion 
services, a lot of the push back was and is also a response to the passage of the Patient Protection 
and Affordable Care Act also known as “Obamacare”.  This piece of groundbreaking legislation, 
signed in 2010, not only made significant strides towards opening access and improving women’s 
health care and preventative health services nationwide but it included provisions that would 
change the eligibility requirements and ultimately significantly expand the enrollment and 
availability of Medicaid.  
Inherent in this push back from Republican run states is the age old debate about the role 
of the government and whether it is the responsibility of the government to provide for the 
“deserving” or as some would coin it the “undeserving” and “able-bodied” poor. From the 
inception of the Social Security Act signed by President Franklin D. Roosevelt in 1935 to 
“Reaganomics” and into Bill Clinton’s 1996 Personal Responsibility and Work Opportunity 
Reconciliation Act (PRWORA), welfare and its reform has been a politically divisive and 
overwhelmingly partisan issue that seems to linger on the frontline of the political agenda. 
Recently, discussions around welfare have also managed to manifest within current dialogues 
around women’s health.  
What is noteworthy about the current debates around women’s health is the way in which 
conversations tend to focus on issues of access, agency, rights, and choice and frame it as a 
women’s rights movement. While these dialogues do manage to bring gender inequalities and 
inequities to the forefront, this primarily gendered narrative fails to adequately acknowledge the 
racial implications as well as the underlying ideologies that inform much of the political and 
legislative decision-making around this issue. In other words, framing issues around women’s 
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health as merely a “women’s rights” issue in essence helps to erase the way that these policy 
decisions have unequal impacts across race, class, and even sexuality. This erasure obfuscates the 
discriminatory nature of women’s health policy that has broader reaching implications outside of 
gender. It also perpetuates and recreates historical transgressions and consequences of policy that 
failed to adequately address issues of race. This includes both examples of explicitly racist policy 
during the era of slavery and Jim Crow for example, to the more present constructions of policy 
where race functionally operates underneath the surface. Generally, women’s health policy is not 
categorized as “race policy.” In fact, it is more likely to be categorized as a “race-neutral” or even 
“color-blind” attempt at managing issues pertaining to women’s health. Yet, I argue that given the 
relationship between the architects and practitioners behind these policies and the nature of the 
individuals and communities most impacted by them, it seems that drawing the association 
between women’s health policy and race is essential. In particular, the inextricable link between 
access (and lack thereof) to women’s health services and Medicaid in these conversations is 
glaring. It begs to consider a few critical questions.  
Given the uproar around women’s health that stems from politicians attempts to limit 
access and choice, how is it that race remains only an undercurrent or even afterthought in these 
political debates? This is in lieu of the republican run states push back against Medicaid expansion 
which would in turn increase availability and access to care for poor and underserved communities 
and in particular women. How is it possible to talk about limitations to access and choice without 
also talking about which populations have the least amount of access and choice and therefore the 
most overwhelmingly effected by these decisions? Some lip service is given to the impacts of 
Medicaid expansion on the poor as well as the impacts of the ACA on services for poor women of 
color. Yet, it begs to question how welfare remains in the political imagination as an issue almost 
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inseparable from race, yet current debates around women’s health--now linked to the expansion of 
the welfare rolls--fails to include race in it’s the framing. While current women’s health debates 
are oftentimes strictly conceptualized as a gendered issue, it is important to also acknowledge and 
evaluate the subtle and overlooked racial underpinnings of current legislative decision making and 
women’s health policy and agenda setting. 
WOMEN’S HEALTH AND THE AFFORDABLE CARE ACT 
Federal legislation has had a huge impact on women’s reproductive health. Presently, one 
of the major and also controversial pieces of legislation is the Patient Protection and Affordable 
Care Act (ACA). The ACA, at its essence, is an attempt by the federal government to implement 
market driven health insurance reform through the creation of exchanges that would widen and 
diversify the participant risk pool and therefore lower the cost of insurance. Central to this 
intervention is the “individual mandate” that requires that all individuals either obtain the 
minimum insurance coverage (whether that be through an employer or by participation in the 
exchange) or pay a monetary penalty. Consequently, after President Obama signed the ACA into 
law in March of 2010, a joint lawsuit, spawned by the two court cases National Federation of 
Independent Business vs. Sebelius and Florida vs. Department of Heatlh and Human Services, was 
filed by 26 states challenging the constitutionality of the act. Although the law was upheld as 
constitutional by the Supreme Court, including the individual mandate piece, the Court’s decision 
on another even more controversial piece of the law left a door open for state discretion (Cortez 
2013). While much push back arose against the compulsory nature of the individual mandate, even 
more dissention arose at the state level in regards to ACA’s proposal to expand the Medicaid. 
Although this expansion was not intended to be elective, the Supreme Court ruled that Congress 
could not impose this measure on the states, cited as “unconstitutionally coercive” by the filing 
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parties (“Defending the Affordable Care Act” 2012). Given this ruling, state participation in the 
Medicaid expansion was rendered optional. Nevertheless, the expansion program by the federal 
government is being offered as an incentive by promising to cover 100% of the expansion costs 
for the first three years and then covering at a declined rate for the following four years. This would 
mean that the program would ultimately be backed by federal government for six years (“HHS 
Finalizes Rule…” 2013). Yet even given this support, many states-predominantly red- are opting 
out. 
Much controversy surrounds the enforcement of the ACA. Many provisions attempt to fix 
benefit issues, pre-existing condition and maternal care issues in particular. For example, under 
the ACA there will be more affordable health insurance options that allow for women to choose 
from a variety of selections or stay with their current health insurance and provider. Furthermore, 
the ACA includes provisions that prohibit denial due to pre-existing conditions as well as gender 
bias in coverage and denial for conditions such as breast cancer. These new provisions, including 
the requirement for all insurance providers in the exchange to cover maternity, are a significant 
step toward providing adequate care for women in the U.S. According to the National Partnership 
for Women and Families (2013), here are some of the specific women’s healthcare issues 
addressed by the new provisions put forth in the ACA. 
Maternity Coverage  
Under the ACA, insurance policies, both public and private, will now have to cover Maternity 
Care as part of their insurance packages. Yet, The Department of Health and Human Services has 
left the responsibility of outlining the specific services that will be provided under the umbrella of 
“maternity care” at the discretion of each state. The ACA also proposes access to home visitation 
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services for new mothers, post-partum depression, smoking cessation services, as well as a 
requirement for employers to provide appropriate time and space for breastfeeding mothers. 
Access to Community Clinics: 
Due to the large number of individuals who are currently uninsured in the country, it follows that 
this same population must rely on resources and services provided from free or community clinics, 
known as essential community providers (ECP). With the changes under the ACA, all individuals 
must be insured yet most private insurances do not cover services at ECP’s. Therefore, legislation 
under the ACA requires that private insurance companies contract with ECP’s. This will assure 
that women will not have to change their providers under the new legislation and it also allows for 
women to seek services from clinics in their own neighborhoods and communities.  
Sex Education for Teens:  
The ACA is providing a significant amount of funding for states to implement sex education 
classes for youth under the Personal Responsibility Education Program (PREP). The funds will be 
used to support education around abstinence, pregnancy, STIs, and HIV/AIDS. This funding also 
continues to support present abstinence-only education programs as well. 
Abortion Coverage: 
While the ACA allows for insurance companies to cover abortions it does place restrictions on that 
coverage. The ACA does not allow The Department of Health and Human Services to label 
abortion as an “essential health benefit” and it requires that all funds and payments for abortion 
services be handled separately from any monetary exchange for other health services. Furthermore, 
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the ACA allows states to prohibit insurance companies from covering abortion services and does 
not require any health facility or company to provide or pay for abortion services. 
Expansion of Family Planning and Women’s Preventative Services: 
With the proposed Medicaid expansion under the ACA, more women will be insured and therefore 
will have access to family planning services otherwise inaccessible without insurance. 
Furthermore, the ACA requires that “preventative services” be provided without any cost to the 
woman. This includes access to contraception. The term “preventative services” has been divided 
into the following sub-sections: 1) Screening for gestational diabetes, 2) HPV testing alongside 
cervical cancer screenings for women over 30, 3) Counseling for STIs, 4) FDA approved 
contraceptives and supplies, 5) Breastfeeding counseling and equipment, 6) Screening and 
counseling for intimate partner violence, 7) Screening and counseling for HIV, and 8) Well woman 
visits.  
      Although these strides in women’s healthcare have been championed by many, red states are 
not the only ones requesting to “opt-out.”  This is particularly true when the issue of contraception 
becomes central to the conversation. The ACA brings with it many dilemmas and it also received 
particular push back from religious institutions. Given this, the ACA includes an opt-out clause 
for “religious institutions” so that they do not have to provide coverage for contraceptives to their 
employees. Religious institutions were those groups who met the following criteria: that their 
purpose is to inculcate religious values, they primarily employ and serve people who share their 
religious tenets, and that they are nonprofit groups under federal tax law (Bronner 2013). There 
was also considerable pushback from religious affiliated institutions that for many reasons did not 
meet the criteria for a religious institution. Initially, and in response to the pushback by affiliated 
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institutions, an opt-out clause was also included that allowed for a one year period of transition 
and preparation. This concession was still met with a large degree of opposition. Finally, in 
February of 2013, the decision was made that the burden of providing coverage for contraception 
would be placed on the insurance companies rather than on the institutions themselves. While 
many were content with this compromise, some are still unsatisfied with the decision (Pear 2013). 
 While the opinions and responses of individuals, insurance companies, and other 
institutions to the passage of the ACA have been the source of much debate, what is most glaring 
in these dialogues is the issue of federalism- state versus federal power. At the root of this 
contention is whether or not the ACA oversteps its jurisdictional boundaries with the passage of 
the ACA. The Supreme Court found that it was important that the federal government not proceed 
in a dominating and coercive manner in regards to implementation of the ACA. Consequently, 
many states have made it abundantly clear that they do not plan to expand Medicaid nor participate 
in the exchange. This ruling is unfortunately rendering a critical component of the ACA, the 
expansion, ineffectual.  
A recent New York Times article highlighted the fact that the 26 states who have decided 
to reject the expansion are 1) overwhelmingly located in the south, 2) are home to over half of the 
country’s population, and 3) house approximately 60 percent of the uninsured poor in the U.S. 
(Tavernise and Gebeloff 2013). The additional impact of this according to the article is that around 
two-thirds of the countries black populations as well as single mothers and in particular black 
single mothers, live in these 26 states and will be left ineligible for both the benefits of the 
Medicaid expansion as well as any subsidies offered under the ACA.  Ultimately, despite the 
seemingly honorable intentions of the ACA, the structure of the U.S. political system that 
reverences the dynamics of the shared power of federalism leaves the door open for legislative 
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discretion that perpetuates historical and geographical patterns of gendered and racialized 
disenfranchisement. 
In Texas, various justifications for rejecting the expansion have been asserted such as the 
lack of long-term sustainability or the logistical struggles for participating in the exchange on a 
state level.  Yet, many have felt that opting out of the expansion is passing up on an opportunity 
to increase adequate healthcare for poor Texans and in particular increasing access to critical 
services for women in the state. Interestingly, this decision seems to align with a history of 
restrictive legislative decisions that have negatively impacted women’s health in Texas.  
TEXAS TOUGH 
The state of Texas has had a long history of enacting laws that place them on the 
conservative side of the public and political discourse but have also proven to have a negative 
impact on women’s health in the state. Reproductive rights, and in particular abortion, continues 
to be a debated issue in state legislature.  Since its legalization in 1973 with the Roe vs. Wade 
decision, abortion has remained to be a contentious issue in the legislature, with advocacy groups, 
and amongst individuals. Interestingly, amidst the tussles around the ACA, Texas has also 
managed to enact various anti-abortion laws that extremely impact and limit access to abortion 
services for women in the state. 
In 1999, the Texas Legislature passed S.B. 30, the Texas Parental Notification Law. This 
law requires parental notification for any minor seeking an abortion (Texas Senate Bill 30 1999).   
The repercussions of this bill were a decrease in the number of abortions by 11% for 15 year olds, 
20% for 16 year olds and 16% for 17 year olds (T. Joyce et al 2006).  In 2003, the Texas Legislature 
passed H.B. 15 also known as the Woman’s Right to Know Act or the “Sonogram Bill”.  Rick 
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Perry first brought this bill to the forefront by declaring it an “emergency item” at a Texas Right 
to Life rally (Hoffman 2011). The bill eventually passed and became effective on September 1, 
2011. It states as a requirement that all physicians must administer a sonogram 70 to 24 hours 
before an abortion is performed so that patient is able not only see images of the unborn child but 
also listen to the fetal heartbeat. Furthermore, this law also requires that the physician must provide 
information and printed materials describing the unborn child and stages of development, listing 
resources for alternatives to abortion, and also discuss informed consent.  After receiving the 
required information, the woman is then sent away and must wait at least 24 hours before the 
procedure will be done (Texas Department of State Health Services 2012).  
While this bill was framed as an attempt to inform women of their rights and increase 
knowledge around the decision of abortion, many viewed this bill as an attempt to decrease the 
prevalence of abortions and ultimately strengthen some of the already existing barriers to accessing 
these services. Interestingly, much of the push behind this bill was fueled by powerful conservative 
anti-abortion interest groups in the state such as the Texas Right to Life. Ultimately, Texas’s 
incessant obsession with limiting abortion in the state unfortunately also had larger impact that 
effected the ability for women to access general health services in the state. This was done with 
the passage of The Affiliate Ban Rule in 2012 that single handedly dismantled the federally funded 
Woman’s Health Program (WHP) in the state.  
The Texas Medicaid Women’s Health Program (WHP) was established by S.B. 747 during 
79th Texas Legislative Session and was first implemented on January 1, 2007 (Health and Human 
Services Commission 2010). The WHP, authorized by Section 1115 of the federal Social Security 
Act, is a Medicaid demonstration waiver that allows some standard Medicaid eligibility 
requirements to be waived to expand access to preventive health and family planning services to 
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low-income women meeting certain criteria.  This Texas Health Care Transformation and Quality 
Improvement 1115 Waiver allows states to try out programs that would help meet the objectives 
of the Medicaid statute. The waiver applied to Texas women below 185 percent of the federal 
poverty level (FPL), or the level they would be covered by Medicaid if they became pregnant and 
therefore increased their family’s size by one child.  The federal match rate of this the WHP was 
9:1, with the federal government contributing around $36 million of this program (2010).  
 In 2009, DSHS Rider 69 was established. This prohibits state funds from being used to 
pay the costs of abortions provided by centers contracted with DSHS and asserted that 
organizations that provide abortions must be separate from entities contracting with the Women’s 
Health Program. With the passage of the Affiliate Ban Rule, state agencies were prohibited from 
providing funds to any organizations affiliated with abortion providers. Organizations affiliated 
with an abortion provider would have to separate into two entities in order to receive state funding: 
one that provides family planning services and another that provides abortions.  This division 
would further ensure that no state funds were linked to abortions.  
Consequently, when the WHP was due for renewal in January 2012, the enactment of the 
Affiliate Ban rule led to the loss of federal funding. Ultimately, the Affiliate Ban Rule authorized 
the exclusion of organizations affiliated with abortion providers from participating in the state 
Medicaid waiver program (the WHP). Given this, the renewal was declined by Centers for 
Medicare and Medicaid Services (CMS) because it went against the Social Security Act and 
restricted patients’ rights and ability to receive services from the family planning provider of their 
choice.  Prior to the passage the rule, CMS encourage the Texas government to reconsider and 
even granted a temporary extension of the Medicaid waiver. The Affiliate Ban Rule passed anyway 
(Attorney General Greg Abbot 2011).   Texas has now taken over the WHP, renaming it the Texas 
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Women’s Health Program. This program allows the state to exclude such organizations as Planned 
Parenthood who provide abortion services but also knowingly forgoes the 9:1 federal funding 
match rate. 
Finally in 2011 during the 82nd Legislature, the budget for family planning services was 
also cut. This further exacerbated many of the already mounting women’s health access issues in 
the state. Funding for family planning services was reduced by two thirds, with the budget 
decreasing from $111.5 million to $37.9 million (HB 1 2011).  The remaining funds of $37.9 
million were divided into the following three tiered system: 
 Tier 1 funding is available to public entities providing family planning services (e.g. Health 
departments). 
 Tier 2 is available to non-public entities (e.g. non-profits) that provide comprehensive 
primary care in addition to family planning services. 
 Tier 3 is available to non-public entities that exclusively provide family planning services 
(Joseph Potter et al 2012). 
Recent Texas legislation has quickly proved to have serious repercussions in Texas.  Cuts 
to family planning have caused 24 family planning clinics to shut their doors and approximately 
57 other clinics were forced to reduce their hours.  The Tier 3 Clinics which originally served 
approximately 41 percent of women receiving services through the WHP or other public funded 
family planning programs, have experienced the most closures and reduced hours. The Texas 
Department of State Health Services reduced the number of family planning organizations funded 
from 76 to 41 and the number of providers in Texas that accepted Medicaid dropped from 3,500 
to 2,449 providers and many would not accept WHP patients at all.  What was significantly 
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detrimental about the cuts was the fact that nearly half of all services provided through the WHP 
were provided by entities that the Affiliate Ban Rule prohibits (Mann 2012). Overall, recent 
legislation is decreasing the women served in Texas and increasing the number of unintended 
pregnancies in Texas. These changes in legislation endanger women’s access to health services in 
Texas. Moreover, past and present reproductive rights legislation has drastically impacted the high 
number of Medicaid births and uninsured residents in the state. Texas is home to the highest 
number of uninsured residents in the nation, with one in four Texans lacking an insurance plan 
(Jones 2012).  Moreover, Texas has the highest birth rate in the U.S. and over half of babies born 
have mothers on Medicaid (Kaiser Family Foundation 2010; Swartz 2012; “Texas Medicaid in 
Perspective” 2013).  Given this, consideration of Texas’ additional rejection of the Medicaid 
expansion under the ACA is also significant. 
Opposing Medicaid Expansion 
According to the National Partnership for Women and Families (2013), under the ACA 
approximately 19 million more women will become eligible under Medicaid. This is in part due 
to the fact that the ACA expands Medicaid to single individuals and families whose incomes are 
up 133 percent of the Federal Poverty Line. In a report released by the Perryman Group, an 
economic and financial firm in Texas, the ACA and particularly the provision to expand Medicaid 
will in actuality save Texas millions of dollars. According the analysis of the Perryman Group, 
expanding Medicaid provides three primary benefits: 1) expanding health spending and therefore 
increasing business activity, 2) reducing spending on uncompensated care and 3) health insurance 
reduces mortality and morbidity therefore increasing productivity (Perryman 2012). Furthermore, 
under the ACA, spending is matched by the federal government and reimbursement rates are at 90 
percent. In other words, the state would only have to reimburse 1 dollar out of every 10 
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for Medicaid spending while the federal government would reimburse the remaining 9 dollars out 
or every ten. Ultimately, expanding Medicaid actually increases productivity for the state and 
basically pays for itself with the support of the federal government. In addition, when considering 
the specifics of contraceptive coverage, the changes under the ACA would save women 
approximately 600 dollars a year and employers who provide coverage actually save money in the 
long run.  
 The citizens and politicians of Texas are varied in their support of the ACA and Governor 
Perry’s decision to deny Medicaid expansion. Many democratic state representatives were in 
support of the ACA and the new provisions that it was offering. In regards to women’s health, two 
aspects of the ACA, birth control and abortion coverage provided by the law, were being directly 
challenged in Texas and was evident in some of the proposed legislation during the 83rd session.  
For example, as it is written, the ACA provides access to prescriptions for generic birth control 
will be available to women through their insurance at no out-of-pocket cost. Nevertheless, House 
Bill 649, also known as the Hobby Lobby Bill, was proposed in opposition to this mandate and 
would allow the state to exempt any “religiously-based” company (for example “Hobby Lobby, 
the store from which the name of the bill originated) from sales and taxes up to the amount that 
the company would pay in federal fines for not offering birth control coverage to their employees. 
According to the law, companies could potentially be fined $100 per employee per day for not 
adhering by this portion of the ACA. This could add up to the amount of $25,000 per year per 
employee (Aaranson 2013). Another example is the proposal of House Bill 997. This was another 
bill introduced to the Texas legislature that aimed to exclude abortion coverage from health care 
plans now required to cover them by the ACA. According to the Hyde Amendment (which became 
law in 1977), federal funds can be used to cover abortions in three distinctive circumstances: 1) 
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when the pregnancy is a result of rape, 2) when the pregnancy puts the mother’s life in danger, or 
3) when the pregnancy was a result of incest (Dept. of Health and Human Services 2013). Due to 
the fact that Texas does not offer funding for elective abortions, the bill’s intent was for the state 
to be exempt from paying federal fees due to ACA requirements. The bill, however, also seeks 
exemption of minimum Medicaid insurance coverage for abortions of pregnancies resulting from 
rape or incest and does not provide a thorough definition of when an abortion may be performed 
to save the pregnant mother’s life.  
POLICY, REPRODUCTION, AND RACE: LARGER IMPLICATIONS 
In beginning to unpack the most recent policy decisions around women’s health both 
nationally and in Texas, it is first important to look at its impacts. Important to note is the particular 
focus on “discriminatory impacts” as opposed to “discriminatory intent.” Research has shown that 
today explicit expressions of racist ideology have been consistently on the decline (Lieberman 
2007). Given this, proving racist intent becomes increasingly difficult.  Nevertheless, lack of 
demonstrable intent does not negate the fact that policy can still have disparate outcomes and 
therefore is inherently discriminatory despite its supposedly neutral conception. Regrettably, much 
of the full impact of the more recent legislation has yet to be seen and will reveal itself over time. 
Nevertheless, there is existing data that begins to examine the effects of current women’s health 
legislation.  
Impacts 
As previously established, the implementation of the new ACA legislation holds promise in terms 
of making some significant strides towards improving women’s healthcare access and coverage 
throughout the country. Although this will not apply to women who are non-citizens or to those 
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who are incarcerated, the new provisions around maternity care, preventative services, and the 
Medicaid expansion are said to increase the overall health of approximately 19 million women 
nationwide (National  Partnership for Women and Families 2013). In particular, this legislation 
has the potential to impact poor women of color significantly (Ridley-Kerr et al 2012; National 
Partnerships for Women and Families 2013). Yet, as we have seen, the ACA is not free from 
complications and the Supreme Court’s ruling on the Medicaid expansion has acute impacts and 
undercuts the power of the ACA. Moreover, individual state’s autonomy to govern abortion 
services has played a major role in defending state’s rights to manage women’s health as they see 
fit. Much of the detrimental policy decisions as seen in Texas, for example, are a direct result of 
this allocated discretion.  
Many of the measurable impacts thus far have manifested in increased barriers to accessing 
care. This of course, is in addition to many of the already existing barriers to adequate health care 
services such as transportation, childcare, health coverage, and the systematic and structural 
hindrances that make navigating the health care system problematic and difficult for many women 
in these marginalized groups. The extreme cuts to family planning effectively overruled all of the 
other barriers by replacing it with the biggest barrier of all-eliminating the availability of healthcare 
facilities and providers. Texas Policy Evaluation Project (2013) cites that after the cuts to family 
planning funding women 1) found it extremely difficult to locate a provider in their area, 2) found 
it more difficult to access information about contraceptive options, and 3) were no longer able to 
access free services and therefore would forego preventative treatment due to costs. Furthermore 
the Texas Policy Evaluation Project (2013) also found that as a result of the new abortion 
restrictions of HB 15 women1) experienced impacts on emotional well-being due to longer waiting 
periods, 2) they experienced both financial and logistical barriers to accessing abortion services, 
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and 3) the changes to the bill increased barriers but rarely altered the woman’s decision about her 
choice to abort. The larger impacts of this on women's health generally as well as birth rates in the 
state has yet to be seen. Overall, these cuts more significantly impact those women who are low-
income, women of color, and women who live in a rural setting (Texas Policy Evaluation Project 
2013).  
What is also a significant impact and repercussion of most of these restrictive policy decisions 
is the attack on reproductive agency and choice for women in the state. While patriarchy functions 
in oppressive ways that place non-male gender identifying people and their interests at the margins, 
race, class, and other markers of privilege can either relieve or exacerbate that experience. I argue 
that ANY discussion around choice and access is inseparable from the experiences of those groups 
who have historically been blocked from exercising choice and having access and their respective 
(in)abilities to perform such tasks. Therefore, with or without attention given to race and class in 
rhetoric, the agency, access, and choice of poor non-white women is at the core of the matter of 
women’s health and what is ultimately at stake. Yet, more often than not, this reality does escape 
the narrative in both policy implementation and responses to it. 
 
Ideological & Legal Underpinnings of the Relationship between Black Women and the Law 
The process of subconscious and reckless politicking over the lives and health of non-white 
women is at the root of much of women’s health policy decisions. Yet attempts at “color-blind” 
policy in a “race-conscious” and racially stratified society continues to be the chosen and yet 
ineffectual approach (Lieberman 2007). While much work is needed that addresses the 
repercussions of “color-blind” policy decisions, it makes sense that the lack of attention paid to 
race within these policies continues to result in racially disparate outcomes. If indeed prioritizing 
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the experiences and well-being of marginalized groups were on the forefront of decision making 
for most policy makers, one could argue that we would not have half of the disparities, inequalities, 
and inequities that exist today. This sentiment would be something akin to the application of the 
Combahee River Collective’s notion that “if Black women were free, it would mean that everyone 
else would have to be free since our freedom would necessitate the destruction of all the systems 
of oppression” and applying it to policy design (Combahee River Collective 1983). Instead, what 
we see transpiring is policy design that perpetuates established social hierarchies. Part of this 
replication process is rooted in historical practices of serving the needs of the dominant group. In 
this case, the dominant groups refers to those individuals, groups, or institutions holding clout, 
position, money, resources, and consequently political power. Even despite the “browning13” of 
the nation, the historical and present conditions of our political structure are such that political 
activity continues to be dominated by the interests of white men.  
To be clear, this is not to say that agenda setting cannot and has not in the past asserted the 
interests of marginalized groups. If this was the case, this country would not be able to tout in its 
history the civil rights movement or the strides that affirmative action made over the years. It can 
happen – usually with the correct political ingredients mixing in an ideal political moment. More 
specifically, these political shifts can also be attributed to the existence of multiple political issue 
champions and a large amount of political will and pressure from the ground.  While these more 
successful examples are important to make note of, history shows that they were not without 
extreme opposition and continue to be challenged to this day. Consequently, it is safe to say that 
marginalized interests are rarely championed on the forefront of the political agenda. This is even 
despite the fact that addressing the issues of marginalized groups has overwhelming social, 
                                                 
13 According the Census Bureau demographic projections, more than 50% of the United States population with be 
“minority” (i.e. anything other than non-Hispanic white) by 2050. 
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economic, and political impacts and consequences for country, state, and local communities. This 
supports the notion that policy making is in actuality rarely a logical or a linear process. Instead, 
it oftentimes manifests as a mixture of timing, political climate, people, and places that result in a 
new issue on the agenda and ultimately a new policy decision (Kingdon and Thurber 2011). 
Additionally, it is important to note that while policy making is oftentimes a non-rational process 
that ignores the needs of those on the margins, support for particular policies is never clearly cut 
across race, class, gender, or sexuality. Even those who have been historically marginalized can 
be supportive of repressive policies.  
Useful for understanding this concept is Cathy Cohen’s concepts of secondary marginalization 
(1999). Inherent in this notion are the ways in which intra group power dynamics result in internal 
processes of marginalization. In particular, Cohen references the subscription to politics of 
respectability in the black community, criticisms when there is a violation of social norms and 
behaviors, as well as the role of Black elites and the Black church in intra group marginalization. 
Consequently, these intra group variances, highly influenced by the growth of a Black middle 
class, play out in interesting ways in regards to policy. In fact, studies have shown that the 
population of Black people in the U.S. show varying degrees of support for race based policies 
such as affirmative action and towards welfare reform. More specifically, surveys have shown that 
a number of Black people are just as critical of welfare and its respective recipients as their white 
counterparts (Gilens 2000; Tate 2010; Price 2009; Pew Research Center's Social and 
Demographic Trends Project 2007) What this speaks to though, is the deep rootedness and wide-
ranging investment in racialized, gendered, and sexed ideologies that inform the very structure and 
fabric of U.S. politics and society at large. Equally important to understanding the process of policy 
making is also examining the foundational ideologies that underscore the structure and day to day 
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processes of our political system. Policy does not exist in a vacuum. Specifically, given the absence 
of non-white narratives within women’s health policy making, the foundational ideologies and 
historical underpinnings that govern the policy making process must be explored. Moreover, Black 
women have had a particular historical relationship to the law, policy, and how it related to their 
bodies and reproduction. Given the nature and focus of this work, it is important to pay specific 
attention to this particular history. 
Hortense Spillers in her work “Interstices: A Drama of Words” (1984) cites the slave ship and 
the middle passage as the initial site of subjugation for the Black female body and Black female 
sexuality. She states that it is at this point that social and cultural attributes of enslaved Africans 
in the middle passage become suspended, ultimately erased, and then refashioned to fit the needs 
and culture of colonial society. Moreover, Spillers maintains that the discursive and ideological 
depiction of the enslaved black female situates her existence in a state of “non-being” meant to be 
the measuring stick and foil for white humanity. For instance, she states that Black women  
“…became instead the principal point of passage between the 
human and the non-human world. Her issue became the focus of a 
cunning difference- visually, psychologically, ontologically- as a 
route by which the dominant modes decided the distinction between 
humanity and ‘other’” (Spillers 1984, 155). 
This understanding of inhumanity had large ramifications on conceptualizations of Black female 
sexuality. For instance, Spillers maintains that the state of “non-being” then rendered the Black 
female as both hyper-sexed and unsexed due to the supposedly unbounded and boundless nature 
of her sexuality. She states “…the unsexed black female and the super sexed Black female occupy 
the same vice, cast the very same shadow since both are an exaggeration of the uses to which sex 
might be put…” (Spillers 1984, 164) leaving Black female sexuality open to be imagined by and 
fashioned for the usage of the dominant culture. This undefinable sexuality left the Black woman 
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open to the physical violence and sexual whims of the slave masters and their family and served 
as the measuring stick in the valuation of white female sexuality and virtue (1984). 
Spiller’s argument serves as a starting point in which to discuss the various ways that this 
classification of the Black female set the precedent that would continue in the United States for 
years to come. This argument lays the groundwork for understanding how the ideological serves 
as the foundation for conceptualization of the law. Saidiya Hartman asserts that the inhumanity 
and illegitimacy of Black womanhood and motherhood not only operate ideologically but more 
importantly within the legal context.  Ideologically classifying Black women as an entity of non-
being laid the necessary foundation to then establish legal precedents that would secure the status 
of Black women as property and legally unrapeable. For example, Hartman states that although 
the crime of rape was indeed written into 19th century common law, in actuality “rape of an 
enslaved black woman was an offense neither recognized nor legislated by law” (Hartman 1997, 
79). Imbedded within this practice were not only ideologies about the lasciviousness of Black 
women but also the non-existence of Black humanity and the propertied entity’s inability to 
participate in social comportments such as giving consent.  In other words, if Black women were 
neither women, nor mothers, and if they were non-human and ultimately the white slave owner’s 
property, then how can a Black woman be raped? Furthermore, given the statutes that declared 
that the child’s status be determined by that of the mother, all children born to enslaved mothers 
were in turn enslaved and the property of the white slave master. Hartman asserts that 
“Motherhood was critical to the reproduction of property and black 
subjection, but parental rights were unknown to the law. The 
negation was effected in instances that ranged from the sale and 
separation of families to the slave owner’s renaming of black 
children as a demonstration of his power and domination. The issue 
of motherhood concerned the law only in regard to the disposition 
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and conveyance of property and the determination and reproduction 
of subordinate status…The law’s concern with mothering 
exclusively involved questions of property… (Hartman, 98).  
Ultimately, Black women's existence, centered on her reproductive potentials and sexual 
autonomy and only mattered in relation to her status as property (1997). In other words, “the 
essence of Black women’s experience during slavery was the brutal denial of autonomy over 
reproduction" (Roberts 1999, 24). This "sanctioning of sexual violence against slave women by 
virtue of the law’s calculation of negligible injury, the negation of kinship, and the commercial 
vitiation of motherhood as means for the reproduction and conveyance of property and black 
subordination" as stated by Hartman speaks not only to the specific ways in which the law managed 
the reproduction of Black women but more importantly its use in maintaining racial hierarchies 
(84).   
Numerous examples of the continued acceptance of the illegitimacy of Black motherhood and 
womanhood as it is supported by law can be found even in more contemporary examples. This is 
evidenced in the histories of sterilization and eugenics targeting Black women in the U.S., the 
stereotypes of the Black welfare queen, the disparate number of referrals of black children into the 
child welfare system, and even into the 1965 Moynihan Report entitled “The Negro Family: The 
Case for National Action” in which “pathological” Black mothers were charged with the decline 
of the Black community (D. Roberts 1996; 1999; 2003; United States. Department of Labor 1965). 
Additionally, Dorothy Roberts works exhibits how the unacceptance of Black motherhood 
develops into the criminalization of Black women. She references the use of legal sanctions to 
either force when to have elective abortions, implant the dangerous drug Norplant as a means of 
birth control, or be punished for having additional children (1999). Another striking example that 
resonates in many ways with the current women’s health debates was/is the unknown drug testing 
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of pregnant Black women in the hospital and the respective punishment of those mothers found to 
have ingested drugs during pregnancy. Similar to the example of changing abortion policies in 
Texas and other states, this is done so under the pretense of protecting the unborn fetus. 
Nevertheless, Robert gives an example in which a woman faced “…up to ten years in prison for 
ingesting drugs during pregnancy…but can have an illegal abortion and receive only a two year 
sentence for killing her viable fetus” (Roberts, 171). From this, it becomes apparent that fetal 
protection in actuality is not an accurate depiction of the motive behind the implementation of 
these punitive laws. Finally, the Welfare Reform Bill of 1996, which also included The Personal 
Responsibility and Work Opportunity Act of 1996, marked policy changes that not only limited 
the amount of time that families could receive assistance but also incorporated welfare-to-work 
programs where poor mothers were required to work and participate in trainings without the 
institutional support to take care of their children in the process. This, in turn, resulted in the further 
economic stratification of poor families and many times poverty and lack of economic resources 
was interpreted as neglect and child abuse.  
All of these examples allude to the ways in which Black women's reproduction and ultimately 
motherhood continues to be a target and point of scrutiny for law and policy.  These examples of 
the abuses and violence inflicted upon Black women in the U.S. speak to the ways in which the 
law has never been a protective measure for Black female bodies and how Black female 
experiences are only useful in both social and ultimately political narratives when they support 
established stereotypes that vilify Black women. This being the case, the erasure of Black women's 
narratives from the women's health political agenda, even despite the centrality of numerous 
consequences of the policy on Black female experiences, falls directly in line with historical 
practices of policy and law that are built upon the racial structures imbedded in U.S. society. 
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Centering within the dialogue of women's health the detrimental impacts on Black women or 
centering them in the solution directly goes against the traditional role that policy and law has 
played in relation to Black women. Interestingly this same context is useful for explicating the 
problematic and racialized implications of the linkages between the conversations about Medicaid 
expansion manifesting alongside and within the dialogues about women's health. 
 
Women’s Health, Race, and Welfare Reform 
Within the recent policy debates and policy decisions, push back against Medicaid expansion 
is happening alongside and in tandem with restrictive women’s health legislation. While these two 
issues seem separate it is no coincidence that both of these political shifts are happening at the 
same time. Given the phenomenon coined as the “feminization of poverty” which recognizes the 
overwhelmingly gendered and racialized makeup of the population of poor in this country, 
healthcare coverage and access for women has become an increasing burden on the state. As 
mentioned previously, in Texas, more than 50% of all births are covered by Medicaid.  Given this, 
I argue that women’s health is inextricably linked to conversations around Medicaid, its expansion, 
and therefore also impacted by racialized perceptions about welfare. Herein lies an additional entry 
point into racial ideologies that underpin the current women’s health conundrum.  
Many citizens in the United States perceive the purposes of welfare, and in particular Medicaid, 
to be a means for which the state can offer various forms of assistance to the poor. Few are 
knowledgeable about the history of welfare and Medicaid and the transition into their present 
configurations. Generally welfare encompasses various mechanisms of support that can be divided 
into categories such as education, social insurance programs such as social security, Medicare, 
retirement plans, and unemployment, and means-tested support programs for the poor. While 
57 
 
welfare is oftentimes only associated with assistance for the poor, in actuality aid to the poor only 
makes up a small portion of the welfare spending in comparison to more universal programs that 
fund education and other segments of the general population (Gilens 2000).  Consequently, public 
perception of welfare programs is often associated directly with spending on programs that assist 
the poor such as Medicaid, Temporary Assistance for Needy Families (TANF), and the 
Supplemental Nutrition Assistance Program (SNAP) the current form of food stamps.  
The origination of this aspect of the federal welfare program can be attributed to the Social 
Security Act of 1935. It was within this piece of legislation that the Aid to Dependent Children 
(ADC), later known as Aid to Families with Dependent Children (AFDC), was established.  This 
legislation allowed for the provision of cash assistance to single mothers and their children. At its 
inception, this program possessed a plethora of problems. Approximately, two thirds of the 
spending for the program came from the states. Moreover, eligibility requirements were also 
determined by the states which resulted in the exclusion of non-white women and also white 
women who were seen to be unfit or “unworthy.” In other words, in the beginning this aspect of 
the welfare program was implemented as a safety net for “virtuous” and oftentimes widowed white 
women. After the growth of “night raids” and intrusive investigations into the morals of the 
applicants, the federal government stepped in to limit the state’s power in establishing eligibility 
requirements (Piven and Cloward 1993; Lieberman 2007; Béland and Waddan 2012). 
Coupled with the large industrial boom and the mass migrations into urban settings, this 
resulted in a monumental growth of enrollment on the welfare rolls. This also meant a growth in 
non-white and particularly Black families becoming eligible for government assistance. The 
largest jump in enrollment numbers has been cited to have happened between the 1960s and into 
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the 1970s. Interestingly, as the racial demographics of those becoming eligible for assistance began 
to shift, so did public perceptions and seething political critiques about welfare spending. 
 Over time, perceptions around Medicaid and welfare have transitioned into a more negative 
light. This is particularly apparent in the tense political debates around whether or not to cut 
welfare spending that continue to persist. Generally, research has shown that in measuring public 
perceptions on this issue, in actuality most U.S. citizens support allocating government funds to 
assist the poor and needy (Gilens 1995; 2000; Shapiro and Young 1989). This does not contradict 
the widely help opinion though, that currently the government spends too much on welfare 
programs. If the general population supports some degree of public assistance programs, then 
where does the negativity surrounding Medicaid and welfare stem from? The answer to this 
question can be found not in the program itself but who the public perceives to be the recipients 
of that assistance and whether that assistance is warranted (Gilens 1995; 2000; Cook and Barrett 
1992). In one study looking at welfare and public perception, it found that there were two main 
reasons that most of the pubic, and in particular white members of the public, had a dissatisfaction 
with current Medicaid programs. The study asserts that dissatisfaction with welfare spending from 
the public is largely built on the following two assumptions: 1) that most Medicaid recipients are 
black and 2) that black people are lazy and have less of a work ethic than other races (Gilens 1995; 
1996; 2000). This perception, also reflected in media representations of welfare recipients, exists 
even despite the fact that numbers show that this widely held opinion is far from the reality. Black 
people numerically do not make up the largest portion of the impoverished population (Henry 
2004).  
Implementation decisions around relief and assistance have always been associated with the 
conditions of work. In fact, Cloward and Piven maintain that in actuality welfare operates to fulfill 
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two primary functions: 1) quelling social unrest and 2) governing labor and work (Piven and 
Cloward 1993). Cloward and Piven’s work highlights the historical correlations between 
fluctuations in relief spending and the civil unrest of the depression or the political upheavals of 
the 1960’s, for example. Interestingly, it is during these times of social disorder that some of the 
most dramatic shifts in welfare and relief spending occur. Their work illuminates the ways in which 
welfare can be used not only as a political tool but also as a way to enforce work. This tactic was 
particularly apparent at the inception of the social security act when states could determine the 
eligibility requirements that 1) forced poor Black individuals and particularly Black mothers into 
low level jobs and 2) kept them ineligible for public assistance. Although in this particular case 
welfare serves as the labor enforcing mechanism, it falls in line with other legal tactics such as the 
black codes and sharecropping during reconstruction that sought to maintain a subservient and yet 
enduring black workforce. Overall, these tools, overwhelmingly practiced in racially taut southern 
states, allowed for the continued maintenance of racial hierarchies. Building from an 
understanding of welfare as a mechanism of social control that seeks to regulate the poor and the 
Black as opposed to a mechanism of relief, provides an understanding of how welfare design and 
its respective public perception continues to reflect welfare’s racialized foundations. As mentioned 
previously, Bill Clinton’s 1996 Personal Responsibility and Work Opportunity Reconciliation Act 
of 1996 (PRWORA) is another example of policy that reflected perceptions around welfare and 
race and supported the relationship between welfare the regulation of work.  
Bill Clinton’s Personal Responsibility and Work Opportunity Reconciliation Act of 1996 
(PRWORA) implemented work requirements, imposed time limitations on assistance, and 
ultimately sought to “end welfare as we have come to know it.” It mirrored the larger perception 
about public assistance and ultimately the work ethic and abilities of those individuals on the 
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welfare rolls.  This piece of legislation at its core bolstered the growing idea that people who 
receive public assistance should work and should not remain on assistance forever. Similar to its 
predecessors, this law promoted returning to traditional family values such as marriage and was 
buttressed by largely accepted American values such as individualism and hard work. Although it 
would have been politically incorrect for Clinton or any politician to address race explicitly in his 
attempt to dismantle the welfare “as we know it,” the rhetoric behind this legislation fit lock and 
key within the racialized narratives and public perception around Blackness, welfare, and work 
ethic.  
In an attempt to further disclose the connection between welfare, Black women, and women’s 
health policy, it is important to connect all of the pieces. Central to slavery was an investment and 
preoccupation with legally and ideologically defining and managing Black womanhood and Black 
motherhood. Moreover, Black women’s value and ultimately their “work” centered on the 
profitability of their reproduction.  Managing the labor of Black women has always been 
inextricably linked to also managing their reproduction. This is apparent in the racist eligibility 
requirements of early welfare programs of the 1930’s and into the restrictive work requirements 
of Clinton’s 1996 legislation. Therefore, if 1) welfare is actually about social control and enforcing 
work, if 2) the current debates around women’s health policy are unavoidably built upon the 
conditions of poor non-white women, and if 3) Black women have been historically 
disenfranchised by the law via their reproduction and work then it follows that the parallel between 
Medicaid expansion and women’s health policy is not at all unexpected nor coincidental.  This 
trajectory in which racial stereotypes are projected into opinions about welfare recipients is directly 
linked to Medicaid, its expansion, and ultimately into narratives around women’s health. This 
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directly impacts the process of ensuring access, choice, and coverage for those who don’t already 
have it.  
Policy making and agenda setting is a phenomenon inseparable from one important thing: 
people. Regardless of status, role, or position, no person is without biases, perceptions, opinions 
or assumptions. More importantly, given the tense and pervasive racial history in this country, 
there also exist intense racial assumptions that not only play out at the micro level with individual 
interaction but more importantly these racial ideologies play out at the macro level in the systemic 
and institutionalized processes that govern the structure and function of our society. Policy is no 
different. Perception is largely guided by already established schemas around gender and race for 
example that guide our understanding of other complex -or not so complex - societal occurrences. 
In other words, people make associations using already established mental “frames” to analyze 
new sets of information (Winter 2008). Linking this with politics, public perception, and race, 
“people understand political issues by analogy with their cognitive understanding of race or 
gender” and ultimately racial stereotypes continue to inform their understanding and support of 
various political and policy decisions (Winter 2008, 19). This means that given the link between 
Medicaid expansion, the push back against it, and its inextricable link to women’s healthcare, 
racist ideologies around welfare also ultimately impact how women’s healthcare policy is framed 
and what decisions are made. On the one hand, I am not arguing that policy makers sit around 
conniving ways that they can try and limit reproductive access to poor Black women. Nevertheless, 
I am asserting that while the public narrative and general framing erases the experience of women 
of color and poor black women, these problematic assumptions about them not only translates into 
lack of concern for their needs but informs and is at the root of women’s health policy decisions.  
 




“If we think about the history…our herstory of how we got here and reproduction 
in this country and how this country is built on the back of the reproductive control 
of black and indigenous women…literally… right? If we know that how we have 
the wealth that we have is built on their backs literally, how can we not link the 
forced sterilizations that still happens today in this country and why it makes sense 
that for many of us, yes, we want to fight for the right to not have a baby but actually 
oftentimes it is our right to be able to keep our tubes from getting tied from under 
us that we have to fight for just as hard. Day to day. Today and every day. So these 
are the dots. Not to make any less of the potential of this moment but unless we can 
figure out how to connect the dots in this moment and really build a movement 
that’s representational of our population, of who we are and our experiences and 
how we’ve lived reproduction, then we are not going to win the war against 
women…” 
 
- Laura, Collective Member at the Women’s Healthcare Access in Texas Panel, 
August 26, 2013 
 
*** 
 Unlike myself, a few individuals from MAMAS were able to attend the rally the night of 
the Wendy Davis filibuster. During our subsequent conversations around how we fit (or not) into 
this conversation and whether we wanted to collectively participate (or not) in the actions planned 
to combat the additional special session called by Governor Rick Perry, I found that many of my 
fears and assumptions about the previous rally were share and confirmed. The original turn-out, 
though impressive, showed a lack of participation by a people of color contingent. Even in the 
planning meetings, acknowledgement around this absence was met with disdain by many of the 
participants and organizers. This of course came as no surprise to many of us. Nevertheless, we 
decided to make a showing with our children at an evening gathering in front of the capitol steps.  
 Approaching the rally with the lights of the capital not far in the distance, a gathering of 
orange shirts and blue shirts came into my purview. There of course was an inherent segregation 
of bodies with the orange shirts overwhelming the capitol lawn while a few blue shirts loitered 
around the outskirts of the crowd or congregated under the trees to our left passing out juice and 
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water to children. “This juice came from Jesus,” they told the children who approached asking for 
refreshments.  
The low murmur of conversation lingered in the air and various pockets of people hugged, 
laughed, talked, and passed signs from hand to hand. It seemed that much of the energy around 
rallying was already subsiding. At least until the next big push for a vote that would be happening 
soon at the capitol. We gathered together with our children to take a picture to commemorate our 
time together that night. It had been a while since we all had gotten together as a group with our 
children for some political action. Even our social gatherings had become intermittent and 
dispersed over time. As we grouped together to take a picture, one enthusiastic orange clad stranger 
came up to snap a shot of our group. We all shook our heads and exchanged glances of unspoken 
yet shared discernment knowing the way in which our brown bodies in that space were being 
consumed in a tokenized photo-opt.  
Although, many of us agreed that the organization of the political response to the HB2/SB1 
was problematic, we also felt that this could be particular moment to intervene and challenge the 
way that these problematic racial dynamics were playing out. Coincidentally, a member of 
MAMAS was asked to speak at a press conference the next morning to help and represent the 
interests and perspectives of women of color in this fight.  Later, after the passage of the bill, 
another one of our members was invited to speak on a panel about the upcoming changes to 
women’s healthcare access in Texas. As a more concrete statement, together, we decided to draft 
a written response that explained our stance on HB2/SB1, the rallies happening in Austin, and our 
larger perspectives on the importance of reproductive justice in the lives of women of color. Below 
is an excerpt of that collective statement:  
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“…We are heartened to see the tremendous outcry from the public to defend 
women’s rights to abortion in the state of Texas, and it is an important fight for us 
as women of color.  However, fighting for abortion rights as a single issue is 
particularly complicated for communities of color, in part because people of color 
in the US have a different historical connection to the question of ending 
pregnancy. 
 
Beginning with the enslavement of Africans and the colonization of indigenous 
communities, this country was FOUNDED on stripping the reproductive control of 
communities of color and generally attempting to maintain control over OUR 
bodies. 
 
These practices have continued well into the 20th and 21st centuries with forced 
sterilization of black and brown women in many different instances.  The most 
recent headline on this came out THIS WEEK, about the coerced sterilization of 
possibly hundreds of women incarcerated by the state of California. 
 
These coerced sterilizations in California and the anti-choice bills here in Texas 
are part of the same system of reproductive control that aims to maintain the 
historical existence of a racist, classist, sexist, genocidal, and hierarchical order 
that fatally impacts the life chances of people of color. In particular, we are talking 
about legislation and attacks on reproduction that are directed right at working 
class and poor women of color.  
 
By and large, our feeling is that mainstream abortion-rights struggles do not even 
see this history and its living legacy, which has been very alienating to many of the 
communities who will be most affected by the legislation that our Senate will hear 
today. The right to abortion is only one small slice of our full struggle for control 
over our reproduction and our bodies 
 
We would like to call on each and every individual who has shown their passion 
over the last several weeks about abortion rights to extend that commitment to 
fighting for full reproductive autonomy and self-determination for every woman, 
not just those who can afford it, where the option of ending a pregnancy and the 
full option of keeping a pregnancy are both truly available.  We call on each of you 
to not only recognize the fact that reproductive justice is a matter of racial and 
economic justice, but that those who live the experience of racial and class 
marginalization should be part of the leadership of guiding a movement for 
reproductive justice. 
 
For us, the struggle that matters is not what gets decided in this building over the 
next few weeks.  What matters to us is the continuous struggle against all violence 
against women of color until no government ever faces a political landscape in 
which our rights to self-determination over all aspects of our lives and our bodies 




The next chapter further examines the intersections of race and women’s health but outside 
of the policy realm. Instead it delves into the issues around maternal and infant mortality rates. It 
expounds the large racial disparity in maternal health that exists presently and begins a 
conversation not only about the speculated causes for the outcomes but also by drawing upon 
historical health practices in the African-American community, makes a claim for ways in which 






















Chapter 2: Sankofa: (Re) Conceptualizing Black Women’s Maternal Health 
Disparities 
 
"It is not wrong to go back for that which you have forgotten.”  - African Proverb 
 
“The question is, what are we supposed to do about all of these dead black babies? It’s an 
outrage!” My mouth dropped open as those three words echoed in my ears like a resounding bell. 
Dead. Black. Babies. Each word struck me like a shot in the chest. I looked to my left at my 
coworker sitting next to me who was also a black woman and realized that her eyes were welling 
up with tears. From across the room another gentleman, a doctor from a local community clinic, 
parroted the sentiments of the researcher’s previous comment. “Yes! Something should be done 
about all of these dead black babies…” There they were again; those painful, agonizing words. In 
my head I could see small, brown, lifeless bodies piled up like a scene from the movie Rosewood. 
I saw the little faces of beautiful brown children who would never make it to see their first birthday. 
While these men bellowed about the outrage of the deaths of these black children I was not 
convinced. They talked as if speaking about inanimate objects. Numbers. Things without families. 
Things without stories or any connection to people or the living world. I was horrified. Listening 
to them, you would think someone dropped a bag of marbles on the floor. “What are we supposed 
to do about all these damn marbles rolling all over the damn floor? I’m outraged!” Maybe what 
bothered me the most was the fact that their ire reeked of the eagerness and motivations of a 
stumped scientist rather than a concerned and compassionate human being. Despite their 
supposedly indignant responses to the fact that an overwhelming number of black infants will die 
before their first birthday, it was apparent to me that their declarations lacked even an inkling of 




This chapter in its broadest sense examines the significantly disparate maternal and infant 
outcomes that exist for African-American women in the United States. It situates data on infant 
and maternal mortality rates as well as current literature addressing root causes within the context 
of local efforts and experiences of Black women in the Travis County/Austin, Texas area. While 
this chapter also examines some of the proposed interventions and existing models of care, it 
locates these practices alongside the literature around black women, racism stress, and the 
historical practices of midwifery and Black women’s support networks.  Overall, I argue that 
(re)creating spaces of support and traditional practices of care, as they existed historically and prior 
to the obliterating impacts of a colonialist medicalization processes, could be the primary way to 
mediate experiences of racism induced stress for child-bearing Black women.  
Central to this chapter is the presentation of information gained from both my time 
organizing at the grassroots level around maternal health in Austin, Texas with MAMAS as well 
as my more recent experiences working with a governmental entity to improve maternal health 
outcomes for Black women in Austin/Travis County. In particular, this chapter draws upon both 
formal and informal conversations with Black women over the years as well as responses collected 
from three focus groups (one with MAMAS and two with the government group) around the needs, 
wants, and reproductive experiences of Black women. My primary aim here is to provide a more 
qualitative and ethnographic illustrations that will (re)humanize and reframe how we conceptualize 
maternal health disparities for Black women and ultimately how we seek to remedy the outcomes.    
MATERNAL AND INFANT MORTALITY IN THE U.S. AND TEXAS 
 
It was a Saturday morning around 11:00 am. For the past hour, around 25 of us, Black and 
Latina women and children sat in the lobby of an office space located on the historic east 11th 
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street. The air teemed with the constant murmur of conversation and the chatter and thunderous 
footsteps of playing children. After making small talk and feeding ourselves and our children the 
larger group separated into two smaller groups – one Latina and Spanish-speaking and one Black. 
The purpose of this convening was to conduct small groups to discuss our particular experiences 
of pregnancy, birth, and prenatal care in Austin, TX.  
We, a group of eight black women including three members of the MAMAS, congregated 
around a small round wooden table in the center of a tiny back office space. The walls were lined 
with personal desk tables, each connected to white shelves that sat atop the back of the desk. A 
long rectangular brown table sat adjacent to room’s entrance covered with a plethora of office 
supplies and a row of sample flyers for MAMAS Pregnancy Clinic that we planned to “field test” 
as part of today’s gathering. In the far left hand corner stood a stack of about 8 large plastic bins 
storing gently used women’s and children’s clothing, accessories, and toys that MAMAS had 
collected over the years. The conglomeration of bulky objects lining the grey walls resulted in the 
reduction of the already small space and forced us all to squeeze tightly at the center of room. 
While this wasn’t the most ideal or most comfortable arrangement to talk about such intimate 
experiences as pregnancy and childbirth, as an all-volunteer community organization we were 
oftentimes forced to work with both the time and space constraints that we had at our disposal. 
Sitting together with other Black women who had attended that day, we went through a 
round of introductions. Name. Where are you from? How many children do you have? What have 
been your experiences of pregnancy, prenatal care, and birth? The brief stories spanned the gamut 
of experiences. Some had insurance and some did not. Many had cesarean sections. There was a 
17 year old who lost her fallopian tube due to the neglect of a local clinic and one woman, Shonda, 
who had 6 consecutive miscarriages. I, as well as Ashley, another member of MAMAS, scribbled 
69 
 
rapidly on scratch paper in order to try and capture as best we could the information being shared 
in the circle. After the introductions had ended, I looked to Lois, one of my fellow members who 
would be facilitating the focus group as she began to describe the reason for inviting everyone out 
to participate today. “Thank you all for coming out today,” she said. “So…. Radiant 
Woman/Mama, which is a project of MAMAS, is attempting to start a free prenatal clinic for Black 
and Brown women here in Austin, TX.” But why are we really here? I thought. Tell them why we 
are really here. My eyes met Lois’ gaze. My thoughts must have been inked all over my face. 
“Should I just tell them,’” she asked. I nodded. “So…in the United States pregnant Black women 
are four times as likely to die than white women…and not only that but our babies are more likely 
to die than white babies…” Silence. I glanced around looking at the brown faces of the women in 
the room. No one said a word. The small room seemed even smaller in that moment and the 
stuffiness of the clutter seemed suffocating. Everyone looked lost as if trying to fully understand 
and comprehend the statement that had just fallen on everyone like a heavy mortar brick. No one 
asked why. No one asked for explanation. For what was seemingly an hour but actually spanned 
only a few minutes, eight black women, six black mothers sat there staring at each other in silence. 
*** 
In 2009, Amnesty International Released a report entitled “Deadly Delivery: The Maternal 
Health Care Crisis in the USA.” This report not only shed light on the inadequate and fatalistic 
maternal care in the United States but it also  provided a racial and class based assessment of the 
conditions of birth and reproduction for women here in the U.S. According to this report, the U.S. 
out spends any other country in health care expenditures. Yet, it has one of the highest rates of 
infant and maternal mortality (Amnesty International 2009). This report cites that U.S. women 
have a greater risk of death than forty other countries in the world. These same fatal statistics are 
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exacerbated by race. While maternal and infant mortality rates are extremely high in the United 
States compared to other countries, Black women are four times more likely to die due to birth 
related complications than their white counterparts. Additionally, black infants are approximately 
2.5 times more likely to die than their white counterparts (2009). Data as presented by the Annual 
Vital Statistics Report also supports this national phenomenon. In the most recent report released 
in 2013, the data showed that the infant mortality rate for black infants born in the United States, 
was approximately 12.4. This is compared to the 5.3 for non-Hispanic white infants and the 5.29 
for Latina infants (National Vital Statistics Reports, 2013).   
In Texas, rates of infant mortality mirror that of the national statistics with the infant 
mortality rate of Black women being more than 2 times that of white women. In 2010, the infant 
mortality rate was cited to be approximately 11.4 deaths per 1,000 live births for black women as 
opposed to 5.5 for their white counterpart (Healthy Texas Babies Infant and Maternal Health Data 
2010). Similarly, preterm birth rates for Black women in Texas also exhibit this robust disparity 
with a rate of 17.5 and 11.6 per 1,000 live births for Black women and white women respectively 
(2010).  
Travis County, host of Austin the state’s capitol and the primary geographical focus of this 
study, actually reveals a slight increase in the outcomes gaps compared to state averages. For 
example, the average infant mortality rate from 2007-2009 for Black women, Latina women and 
white women in Travis county were 11.7, 5.0, and 4.6 respectively for every 1,000 lives births 
(March of Dimes 2013). Similar disparities can be found during this time in the rates for preterm 
birth as well as low birth weight which were 16.8, 10.7, and 9.5 for Black, Latina, and white 
women and 15.3, 6.9, and 6.7 respectively (2013). (See Figures 1, 2, and 3) 
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Figure 1:  Travis County Infant Mortality Rates14 
 
 
Figure 2:  Travis County Preterm Births15 
 
                                                 
14 Data Source: Source: Infant mortality rates by race/ethnicity Travis | PeriStats | March Of Dimes 






Figure 3:  Travis County Low Birth Weight16 
 
In 2013, Children’s Optimal Health, a local research non-profit, released a new report 
entitled “Travis County Birth Outcomes as Related to the Physical and Social Environment.” 
According this recent report, Black women make up approximately 8 percent of the total births 
and yet account for 12 percent of the infant deaths. This is in comparison to other racial and ethnic 
groups in Travis County whose percentage of infant deaths are proportional to their representation 
in the county population. Specifically, this reports cites the infant mortality rate to be 
approximately 9.6 for Black women. This is compared to 6.4 for Hispanic women, 4.3 for Asian 
women, and 5.4 for white women. Additionally, of the 2 percent of births in Travis County that 
occur prior to 32 weeks of gestation, 44 percent of those are of Hispanic origin, 35 percent are 
                                                 
16 Data Source: Source: Infant mortality rates by race/ethnicity Travis | PeriStats | March Of Dimes 
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Black, 5 percent are Asian, and 16 percent are white. While Hispanic women make up the largest 
proportion in the subset, this percentage still correlates well with their representation in the total 
number of births. Consequently, given that Black women are only 8 percent of the total births in 
Travis County, their representation in the subset of births that occur prior to 32 weeks is grossly 
overrepresented. Unfortunately, the data in this report also reflects the ways in which this pattern 
of disparity continues to subsist in rates of low birth weight and very low birth weight in Travis 
County. For example, for every 1000 live births, Black women’s rate of low birth weight is 114. 
This is compared to the rate of 57.5 for Hispanic women, 76.9 for Asian women, and 57 for white 
women. Of the 3 percent of births that are very low birth weight in Travis County, Black women 
make up 32 percent of that population with a rate of 34.6 for every 1,000 live births. This is 
compared to 42 percent, 6 percent, and 20 percent and rates of 11.8, 11.1, and 11.7 for Hispanic 
women, Asian women, and White women respectively.  
While the National Vital Statistics data is recognizing a drop over the years in infant 
mortality rates nationwide, the racial discrepancies that locate black children at the height of 
mortality remain constant. Given this, the state of maternal health outcomes and in particular the 
impact on the Black community has gained a significant amount of attention and newfound interest 
has been sparked in trying to pinpoint the causes of the disparity. Additionally, and despite the 
even larger disparity related to race and maternal mortality in the United States, less attention is 
given to this particular topic. The National Vital Statistics report cites the lack of reporting 




Generally, much of the literature acknowledges access to prenatal care, adequate care, 
education, socio-economic status and financial barriers, behavioral risks such as smoking and even 
social support as factors that can significantly contribute to maternal and infant health outcomes. 
In contrast to this more clinical and behavioral approach, there has been an interesting shift 
that has occurred in the literature regarding the particular outcomes of Black women and infants. 
For example, new studies have shown that even when controlling for education, socio-economic 
factors, and behavior, Black women still experienced higher rates of preterm birth, low birth 
weight, and maternal and infant mortality (Giscombé and Lobel 2005; Dominguez et al. 2008; 
Dominguez 2010; Buka et al. 2003; Colen et al. 2006; J. W. Collins, Herman, and David 1997; 
Ferré et al. 2011; Collins, J W and David 1990). In other words, when compared to a white woman 
with the same education level, income, access to care, and behavioral practices, a Black woman is 
still more likely to have negative birth outcomes. An article in the New York Times asserted that 
even highly educated Black women with higher socio-economic statuses were more likely to have 
worse birth outcomes then a lower income teenage white mother (Rothstein, 2002). Given this, 
practitioners, providers, and researchers have begun to investigate other mechanisms by which the 
disparity is manifesting. After eliminating education, income, behavior, and socio-economic status 
for example, race becomes an apparent “last man standing.” 
In line with this strain of thought, theories have begun to surface that articulate a broader 
life course perspective on the topic of maternal health (Lu and Chen 2004; Lu et al. 2006). 
Although these studies, including the data presented in the Healthy People reports, are leaning 
toward a more life course perspective on health that addresses social determinants, issues 
pertaining to high levels of stress and particularly racism induced stress have begun to rise to the 
forefront of maternal health conversations. For example, research has found that 1) Black women 
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are more likely to experience stressful life events (Dominguez et al. 2005; Lu and Chen 2004),  2) 
socio-economic conditions, societal/institutional structures and pressures, neighborhood, intimate 
partner relations, and experiences of prejudice and discrimination are some of the sources of stress 
for Black women (Holland, Kitzman, and Veazie 2009; Rich-Edwards and Grizzard 2005; 
Rosenthal and Lobel 2011), 3) higher instances of perceived stress has been linked to instances of 
LBW (Caldwell et al. 2002; Dominguez et al. 2008; Sable and Wilkinson 2000), 4) experiences of 
racism and discrimination, particularly introduced at a younger age, were found to be associated 
with instances of LBW(Carty et al. 2011; Dominguez et al. 2008; Giscombé and Lobel 2005; 
Hogue and Bremner 2005; Jackson et al. 2001; Dominguez 2010; Rich-Edwards and Grizzard 
2005; Rosenthal and Lobel 2011), and 5) terms such as “weathering,” increased “stress age,” and 
“allostatic load” have used to denote the continuous exposure to life stressors that subsequently 
and over time erode the overall health of the individual (Buescher and Mittal 2006; Holzman 2009; 
Geronimous 1991; 1996; Love et al. 2010). These concepts were found to be particularly useful 
when describing the accumulation and impact of stress in the lives of African-American women, 
the impact of this process on pregnancy, and the way that it contributes to negative birth outcomes 
including LBW(Hogue and Vasquez 2002; Geronimous 1999; Rich-Edwards and Grizzard 2005).  
Returning to the 2009 Amnesty International reports offers a unique analysis that strays 
away from the focus on behavioral interventions in the maternal health crisis. This is particularly 
important given the new direction and focus of social determinants and the significance of looking 
at racism as a determinant for negative outcomes. The Amnesty report cites a number of things 
including lack of quality healthcare, inaccessibility, financial barriers, and race discrimination as 
primary causes for these unequal figures around maternal health and mortality (2009). Moreover, 
the document asserts that these statistics stand as evidence of the United States’ violation of three 
76 
 
basic human rights: 1) the right to life, 2) the right to health, and 3) the right to freedom from 
discrimination (2009). What is most significant about this stance is the fact that for the first time, 
inequality and discrimination that directly affects infant and maternal mortality outcomes are being 
recognized as larger human rights issues. This lens on maternal health drastically changes the 
conversation from focusing on the behaviors of the women but instead deflects the blame and 
responsibility away from the women and onto societal structures and institutions. This analytical 
shift situates the conversation around maternal health disparities into the realm of social justice, 
rights, and activism and moves from critiquing the behavior of the individual to placing a critical 
lens on institutional and structural “behaviors”. I find this focus to be much more relevant when 
discussing the African-American community in particular and when combined with the scientific 
literature that points to a life course perspective and proffers a dialogue around the fatal impacts 
of racism and stress reconfigures the ways in which interventions around this issue should be 
developed. Ultimately, if accepting stress induced by racism as the primary cause of these fatal 
impacts, then if follows that it is yet again the condition of being black that leads to these large 
disparities. In addition, research has also acknowledged the decline of health and birth outcomes 
for immigrating Black women to the United States (David and Collins 1997). Given this, it is not 
only stress and the condition of being Black but the particular experience of anti-Black racism in 
the United States that impacts maternal and infant health outcomes. This being the case, how can 
prenatal care models and interventions truly intervene? 
CURRENT CARE MODELS AND INTERVENTIONS 
 
Thus far we have established that prenatal care is not the primary cause nor it is the primary 
remedy for the birth disparities that presently exist for Black women.  Nevertheless, it seems like 
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a lucrative practice to examine existing care models and to assess their strengths, weaknesses in 
these areas, and places for improvement. Although the American Congress of Obstetricians and 
Gynecologists (ACOG) Guidelines for Perinatal Care(Riley, Laura E.; Stark, Ann R  2012), the 
primary goal for maternal care is a safe delivery for both mother and child while also delivering 
patient and family centered care. In addition, the guidelines suggest that this model of care includes 
counseling and conversations around the desire and/or readiness for pregnancy, overall health, the 
social, environmental, occupational, and economic circumstances’ effects on pregnancy, as well 
as the patient’s support system. While we know that there is a lot of variability in traditional 
obstetric and gynecological care dependent on location and physician, we also know that given the 
statistics, this model has not been effective in preventing the high rates of mortality for Black 
women and infants. Given this, the following depictions reflect existing models that present an 
alternative to the traditional obstetric model.  
Present Day Midwifery 
Midwifery practices exists today and remains largely utilized as an effective model of 
prenatal and women’s health care. While this practice maintains some of the historical stereotypes 
of being unsafe and not as “good” as hospital or obstetric care, much of these notions are rooted 
in opposition by Obstetricians and large medical institutions. This is in contrast to the racially 
motivated attacks that existed in the mid-1900s. Nevertheless, midwifery and the growing 
acceptance of alternative and natural birthing practices is becoming more and more mainstream. 
In fact, midwifery as it exists today has become a signifier of wealth and privilege whereas in the 
past it signaled the evidence of racialization, poverty, and access deficits. Interestingly, midwifery 
today has evolved so far past its historical roots that it has overwhelmingly become a middle to 
upper-middle class white practice. While there are Black and other women of color practicing 
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midwives as evidenced by professional organizations such as the International Center for 
Traditional Childbearing (ICTC), their representation in the overall group of practicing midwives 
in the United States is nominal. Even with this, midwifery as a model is presented as a supportive 
and caring alternative to traditional obstetric care.  
The Midwives Alliance of North America (MANA) asserts that the Midwives Model of 
CareTM is a model different from contemporary obstetrics given that it is “uniquely nurturing” and 
“woman-centered.” In particular, MANA asserts that the Midwives Model of CareTM includes: 
monitoring the physical, psychological and social well-being of the mother throughout the 
childbearing cycle providing the mother with individualized education, counseling, and prenatal 
care, continuous hands-on assistance during labor and delivery, and postpartum support 
minimizing technological interventions and identifying and referring women who require 
obstetrical attentioni. Overall, the midwifery model of care is a supposed attempt at providing care 
that aides in a safe pregnancy, labor, and delivery for the mother and baby while also delivering 
emotional, mental, and spiritual support to the woman and her family. This model professes a 
woman-centered approach that prioritizes patient based decision making and provides the 
necessary structure to encourage the natural process of birth to occur without unnecessary medical 
interventions. This model promotes continuity within the relationship between patient and provider 
and offers the continuous support and presence of the provider through pregnancy, labor, and post-
partum.  
In rhetoric, this model exemplifies much of the historical practices and care exhibited by 
the Granny Midwife. In this, the model offers the potential for the empowering, woman-centered 
and supportive care that not only would be supported by research but also as expressed in the 
requests of the women in the focus group. Nevertheless, the practice of midwifery as an institution 
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that is situated in the racialized society that is the United States is not free from its own structural 
and systematic quandaries.  
In 2012 the women of color board members of MANA released an open resignation letter 
asserting their exhaustion with the lack of commitment and attention to the needs and issues of 
women of color. Here is a brief excerpt from that letter:  
“MANA continues to spout canned responses in support of: various race, gender, 
social justice issues; 20,000 midwives by 2012; more midwives of color to serve 
communities of color; end racial disparities in health care, etc..., while not actually 
developing workable strategies and expending resources (and if so, begrudgingly 
supporting after endless negotiations) to achieve any of them… 
 
Having suffered through the CPM Symposium, we Sisters have spent too many days 
trying to help MANA, its leadership and the leadership of the other AMOs “get it”. 
And they still do not. We have committed ourselves to our local and global 
communities we serve first and foremost, doing the best we can with dignity and 
character knowing that our communities and our children are watching. We can 
no longer continue to participate in MANA’s disrespect of us as a group, a race, as 
the Women our community respects. We cannot keep our heads held high and take 
this shit. Our view of ourselves will suffer and eventually the young ones will look 
at us with less than admiration. We are not “The Help -2012 Version”. This 
treatment is not good for us, mentally, physically, emotionally and psychologically 
–this is the stress that’s kills us in so many ways, drains our energy and distracts 
our focus… 
 
These issues and these organizations distract us from our true mission; we have 
become myopic, focusing on these groups and not exploring global approaches to 
maternal and infant health care, increasing the number of MOCs, and better 
serving our communities…”  
 
Below is MANA’s public response: 
 
“It is with heavy hearts that the Midwives Alliance today received the resignation 
of several key members of the MANA Midwives of Color (MOC) Section, including 
the Chair. MANA is fully aware of its history of privilege and the issues related to 
cultural and systemic hierarchies in decision-making. We are committed to working 
towards a structural change in the way our organization operates in light of the 
repeated failures to address the needs of our midwives of color. We recognize the 
disproportionate impact of perinatal disparities and poor outcomes for women, 
infants and communities of color. MANA has an ongoing responsibility to address 
these issues in order to fulfill our mission of providing a professional organization 




While the included evidence of this public dissension may seem disconnected from an 
examination of effective maternal health care models, I argue that it is directly related and relevant. 
The particular component of the midwifery model of care are significant in regards to revamping 
how we care and support pregnant women. Nevertheless, the internal dispute that erupted 
publically is a testament to the pervasive nature of racism that plays out in the daily lives of Black 
women, within our care systems, and with our providers. Therefore, as supported by the growing 
literature and the experiences of women, if negative outcomes are results of lifetime exposures to 
systematic and institutional stress, then in order to remedy these outcomes there must also be an 
effort to address the manifestation of the problematic processes at a systematic and institutional 
level. This dispute is an example of this much needed work. 
Centering Pregnancy® Group Prenatal Care 
This model of care coined as Centering Pregnancy® was developed by nurse-midwife 
Sharon Shindler-Rising and combines aspects of traditional obstetric prenatal care into a group-
based setting. The practice of group prenatal care is actually not a new concept. In fact, a local 
Black physician stated to me in at a community meeting, “We have been doing this for a long time. 
Way before Centering.” Nevertheless, Sharon Shindler-Rising was the first to package it, create a 
standardized curriculum, and market it to become the rapidly growing group prenatal model that 
it is today.  
Its primary purpose is to provide prenatal care as well as education that covers topics 
pertaining to pregnancy, labor, delivery, and post-partum. The curriculum also includes various 
topics on contraception, general health, and healthy families and parenting that is useful during the 
interconception period.   
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The care begins with a traditional exam with the care provider and is followed by ten group 
sessions comprised of eight to twelve women who are at similar points of gestation. Each session 
is approximately 90-120 minutes and women partake in self-assessments and self-monitor their 
weight, blood pressure, and even urine analysis with the assistance of the nurse or clinician. At 
each of the group sessions, each individual is pulled out of the group to be examined by the 
clinician. Each group session is facilitated by a clinician and usually a nurse trained in the 
Centering method. It is structured in a group based discussion format as opposed to a lecture format 
dominated by the interests of the instructor. Spouses and other support persons are permitted to 
attend. Although curriculum does exist for each session, the more discussion-based and patient 
inclusive structure allows for greater flexibility as well as the opportunity for the concerns and 
experiences of the participants to be shared with one another.  
The Centering Health Institute identifies three primary components to their model- 1) risk 
assessment, 2) education, and 3) support. The following thirteen essential elements have also been 
identified by the Centering Health Institute: 1) Health assessment occurs within the group space, 
2) Participants are involved in self-care activities, 3) A facilitative leadership style is used, 4) The 
group is conducted in a circle, 5) Each session has an overall plan, 6) Attention is given to the core 
content, although emphasis may vary, 7) There is stability of group leadership, 8) Group conduct 
honors the contribution of each member, 9) The composition of the group is stable, not rigid, 10) 
Group size is optimal to promote the process, 11) Involvement of support people is optional, 12) 
Opportunity for socializing with the group is provided, 13) There is ongoing evaluation of 
outcomes.  
Overall, advocates of this model contend that its strength is in its empowering potentiality 
for participants, the delivery of a built in support network, increased time in prenatal appointments, 
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increased opportunity to address maternal health issues and educational content, and greater 
opportunity for scheduling flexibility. More recently, this model has been shown to be able to 
reduce preterm birth and low birth weight for Black women but cites behavioral change as the 
primary reason for its impacts (Ickovics 2003; 2007; Picklesimer 2012). 
Internatal Group Care Model 
The Internatal Model of care is built upon the presumption that prenatal care alone is not 
enough to reduce instances of low birth weight and preterm birth. Instead, this model proposes an 
“internatal” approach that addresses preconception care and wellness in between pregnancies. 
Championed by Michael Lu, this model is built upon a life course understanding and merges with 
community in order to provide a framework that can adequately address the needs of child bearing 
age women and ultimately impact maternal and infant outcomes. Risk assessment, health 
promotion, clinical interventions, and psychosocial interventions stand as the core contents put 
forth in this model.  
While the core contents as laid out above are applicable and beneficial to all women, the 
internatal model is particularly useful in addressing the needs of high risk women. In particular, 
this model emphasizes the needs of women with: 1) chronic hypertension or a history of 
hypertension during pregnancy, 2) pre-gestational or gestational diabetes, 3) women or are 
underweight overweight, or obese, and 4) women with a history of preterm birth. The primary 
assumption underlying this model is that addressing wellness and risk during the post-partum 
period and into the next pregnancy allows for timely interventions that not only promote better 
health but that can also prevent and decrease the risk for complications and negative infant and 
maternal outcomes.  
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While the internatal model predominantly addresses the time in between pregnancies, the 
model is meant to be a connect process that continues into the following pregnancy. The early 
interventions, monitoring, and support provided prior to birth ideally will have a positive impact 
on the woman’s experience, general wellness, readiness, and ultimately birth outcomes. 
Furthermore, this model advocates the use of group prenatal care as a way to provide additional 
support networks and community engagement for the women involved.   
The Internatal model not only suggests care and assessment during the period between 
births but it suggests an alternative schedule of visits directly after birth. Instead of the traditional 
six week post-partum appointment, this model proposes instead three or four internatal 
appointments beginning at the two week post-partum mark. This is a critical intervention that helps 
to alleviate certain issues that may arise far in advance to the six week appointment and helps to 
encourage breastfeeding or address in early arising concerns. This would be then be followed by 
a 6 week, 6 month, and then annual appointment.  
What is useful about this model is the amount of attention and supervision implemented 
during care. It is more comprehensive and also encourages direct community engagement and 
involvement. Nevertheless, this model remains to the overwhelmingly clinically focused and does 
not necessarily address issues of stress reduction, racism, and culturally based peer support.  
MAMAS Reproductive Justice Model  
This model was written and developed over the years by Laura, one of the members of the 
MAMAS organization. It takes a community organizing approach to preconception and 
prevention. While some individual preconception work can potentially be done in the routine well 
woman checks, this model proactively addresses preventative care through consistent and 
continuous community education and awareness work. Community health workers actively play 
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the role of doing outreach to recruit women to participate in the model of care as well as women 
from the community to participate in the community education piece as well. Furthermore, the 
community health workers serve as a primary liaison between agencies and institutions and the 
community and raise awareness in the community about important maternal health issues. 
Furthermore, general wellness practices and resources such as nutrition counseling and education 
as well as exercise are on-going. 
This model also implements a group model of prenatal care. Similar to other group formats, 
the women will participate in prenatal group sessions facilitated in a popular education and 
discussion format. While curriculum does exist, the topics will be tailored to the needs of the 
women in the group. Each woman will manage and contribute to her own self-assessments such 
as weight, height, and blood pressure and will be examined individually by the care provider during 
the group sessions. Group meetings will be approximately two hours in length and additional 
wellness components such as healthy food preparation and education and prenatal exercise and 
dance are offered on-site and alongside the group sessions.  
In addition to the group prenatal sessions, each woman during the pregnancy will be 
supported by a community health worker. This individual will not only be trained as a community 
health worker but will also help with systems navigation and be trained as a birth education and 
birth support specialist. This way, the woman will have an individual in which they can directly 
refer to for physical, mental, and emotional aide.  
This model of care builds upon the practice of midwifery. Women will be visited by their 
provider at 1 day, 3 days, 7 days, and 14 days post-partum. This would then be followed by a 6 
week appointment. In addition, the group prenatal sessions would reconvene and approximately 6 
weeks post-partum and continue until 3 months post-partum. The groups are encouraged to 
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continue to meet even after the 3 months are completed. Furthermore, community health workers 
would continue to provide post-partum support, breastfeeding assistance, and any other assistance 
necessary during the post-partum period. Women will continue to have access to the on-going 
nutrition and group exercise classes. It is important during the implementation of this model to 
consider the effects of service coordination and integration. This model proposes a single site of 
operation for all of the services. This is done in order to alleviate barriers to care and access.  
Most critical about this model is the fact that it proposes culturally-based as opposed to 
culturally- sensitive care. In order to accomplish this, prenatal group sessions are divided by 
racial/ethnic/cultural background. For example, there may be one group specifically for Black 
women. This is done in order to address directly in group discussions the needs and concerns 
specific to that particular group. Furthermore, group facilitators, providers, and community health 
workers should mirror and reflect the community and experiences of those participating. This same 
method is also applied in the additional wellness components of the model.  
Of all of the models reviewed here, only one attempts to fully address both the clinical and 
social needs in a way that is grounded in a racial and political understanding of Black women’s 
maternal and reproductive health. That is the MAMAS Justice Model. Interestingly, this model 
was created directly from a grassroots community perspective and yet was also the one that was 
struggling to be fully implemented and legitimized.  Interestingly, the focus group data examining 
the specific and particular life experiences of Black women provided insight into the ways in which 
these societal mechanism play out in the day to day that mirrored not only research but also the 
need for the structure of the care as outlined in the MAMAS Justice Model of care.  
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THE GOOD, THE BAD, AND THE UGLY: BLACK WOMEN’S BIRTH EXPERIENCES17 
 
Beginning in the summer of 2013, I began working with a government agency on a project 
around maternal health. This project was started with the intention of helping to decrease the high 
instances of low birth weight, preterm birth, and infant mortality rates for Black women in 
Austin/Travis County. The depiction at the opening of the chapter is a remembrance from what 
would be one of many stakeholder meetings organized by the agency to gain community input on 
the project and its development. Key to this process was including the perspectives of various 
community stakeholder groups such as local practitioners, providers, an advisory board, and a 
group of Black women from the community. While the input provided by the practitioners and 
advisory circle was particularly useful for programmatic and logistical concerns, the experiences 
of the women in the focus groups provided nonpareil insight.  
The first gathering with the women took place during the early part of October. Lois, now 
my co-coordinator for the program, and I recruited the women by drawing upon our already 
established networks from previous involvements in the community. We also did some door 
knocking in various housing communities in the local Austin area. Many of the women who 
participated in the community focus group with MAMAS a year prior were also present in the 
other government organized group. Although we came into contact with approximately 40 women 
who expressed interest in participating, in the end there would be two focus groups consisting of 
approximately 20 women (14 in the first group and 15 is the second group with about 6 new women 
in the second group). 
We held our first meeting at a local and centrally located space on the east side of town. I 
arrived around 5 o’clock in the afternoon in order to give myself enough time to prepare for the 
                                                 
17 Information in this section is data that will be part of a forthcoming report released in 2014 by Murillo and Cole. 
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group. I wanted to make sure that everything was in place prior to the arrival of the women.  I 
placed the sign in sheet on a grey conference table by the entrance and waited for my coworker 
Lea to arrive with the 25 dollar gift cards for the women as well as the food and drinks that we 
would be providing. After shoving a number of large rolling conferences tables around the roomy 
multipurpose room, I organized about 25 chairs in a large circle with three large flip charts that 
stood on the outside of the circle. Lois would be arriving later as she was providing rides for a few 
women who did not have transportation or a means to attend the event. Glancing outside through 
the high ceiling length windows I saw Seela, a good friend and trained childcare specialist who 
would be providing children’s activities for the evening. I let out a sigh a relief. Hopefully the 
other childcare workers would be there soon. The women and their children would probably be 
arriving shortly and I knew that without adequate activities for the children the success of this 
group would not be possible. At around 6 everyone began to arrive and although the meeting was 
scheduled to begin at 6:30, we spent the next hour eating, getting settled, and situating the children 
so that we could begin. 
We all sat together in a big circle. In their hands, each woman held a homemade fan that 
resembled the old ones that I remembered seeing as a child being fanned by older ladies in my 
small church on a hot Sunday morning. It consisted of a wooden popsicle stick with a small sturdy 
piece of poster board or paper stapled to the end of it. In contrast to the ones at my church, these 
fans did not depict images of the Lord’s Supper or the crucifixion. Instead, each fan was solid 
colored on both sides with one side of the fan being red and the other green. At the beginning of 
the group, shortly after brief introductions, the fans were used to get a quick demographic survey 
of the participants. Are you under the age of 20? Raise the red side for no or the green side for yes. 
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Did you have a cesarean section? Red for no. Green for yes. This continued while I and two others 
quickly counted and tabulated the responses.  
 “The next portion of the evening is what I call the good, the bad, and the ugly,” proclaimed 
Rita, a Black woman from the community who we had recruited to be an outside facilitator for our 
stakeholder meetings. “How many of you can say that you had what you would call a good 
experience during your pregnancy and birth? Raise your hands.” A few women raised their hands. 
“Now which one of you who has their hands raised would like to share their story?” A woman 
volunteered. This process would continue until we had one volunteer to share for each-the good 
experience, the bad experience, and the ugly one. In this portion of the group, the fans would be 
utilized again in what the facilitator called the “Hallelujah Chorus.”  While listening to each story, 
if the speaker says something that a woman felt resonated with her experience she would put up 
the green side of the fan. “Kind of like saying amen,” the facilitator explained. This way, we could 
gauge which pieces of the good, the bad, and the ugly seemed to resonate with multiple women 
and we could talk more in depth about those particular collective experiences. 
The Good 
Brandy was a first time mom. She was in her mid-twenties and worked as a teacher and 
coach at a local middle school. She had long dreadlocks that hung down her back and her athletic 
build stood as evidence of her professed commitment to health and wellness. In her recollection of 
her experience of pregnancy and birth she recalled enjoying her time being pregnant and shared 
the ways that she continued to stay active throughout her pregnancy with exercise, playing sports, 
and interacting as normal with the girls on the athletic and dance teams that she coached. On the 
day that she went into labor, she remembers cooking dinner, baking a cake, and cleaning the 
baseboards when she began to feel an uncomfortable feeling that in the moment she was not aware 
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was actually the beginning of labor pains. After hours or discomfort, she finally called the hospital 
and her and her husband decided to go in only to find that she was indeed in labor and six 
centimeters dilated. Central to Brandy’s memory was the large presence of friends in family during 
her labor and delivery. She described the inappropriate jokes that her husband was making and the 
laughter and conversation that surrounded her by her mother and father, in-laws, sisters and her 
best friend. Despite the generally pleasant experience, Brandy also described the unfriendly nurse 
who complained about the number of family members in the delivery room and the insensitivity 
and frustration when she, being a first time mother, was having trouble understanding the proper 
way to push. It was not until a new, friendlier, and more helpful nurse arrived that she was able to 
actively progress through her labor. In the midst of her pushing, Brandy recalled being told to stop 
pushing and wait because the doctor had not arrived yet to the hospital. Finally, after it seemed 
that the arrival of her doctor was not imminent, a different doctor arrived to help assist with the 
remainder of the delivery. She described this aspect of the labor as painful and said the doctor’s 
touch was very rough. In the end, she ultimately had to have an episiotomy but delivered a healthy 
baby girl. After the birth she described experiencing a lot of pain but talked about the presence of 
her mother, mother-in-law, and her husband who was able to take a month of leave in order to 
support her during her post-partum period. 
The Bad 
This was Violet’s second pregnancy. It occurred three months after the birth of her 
daughter. After revealing the news of the pregnancy to her family they discouraged her from 
having the baby and encouraged her to either give the baby up for adoption or to have an abortion. 
After deciding to continue the pregnancy, the father of the child decided that he no longer wanted 
to be involved. Violet initiated prenatal care early in her pregnancy and described the first few 
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months as positive. She said the doctor was friendly. She was not having any complications, and 
talked about the joy that she felt when she found out that she was going to be having a baby boy. 
Around the 36th week of pregnancy Violet maintained that things began to go sour. She went in 
for an appointment with her doctor and instead of the baby measuring at the appropriate 36 week 
growth marker, the baby was measuring at 34 weeks. She was told by her doctor that this was 
normal for this stage of pregnancy. A few weeks later, Violet began experiencing pain. She was 
not sure what was going on but had a feeling in her body that something was wrong. Upon visiting 
her doctor and expressing her concerns to him, she requested an ultrasound to make sure that 
everything was fine. The doctor glancing down at her chart, looks up with what she describes an 
angry disposition and tells her that she has Medicaid and therefore is not entitled to another 
ultrasound and that everything is fine. Later, after the feelings of trepidation had not gone away, 
Violet returned to the hospital to find out that there was no longer any fluid around the baby and 
they would have to deliver the baby immediately. “Have you been receiving any prenatal care at 
all,” the nurses ask her. She described going into the operating room for cesarean section but when 
they remove the baby there is no sound of crying. They rushed away with her baby and neither she 
nor her family was able to hold him. For twenty-five days Violet’s son would remain in the NICU. 
“Have you been around any cats? Have you been around any dogs?” The nurses and doctors 
continued to direct questions at her about her behaviors during pregnancy that may have triggered 
the state of her baby’s health. “What is wrong with my baby,” she asked only to receive no answers. 
The doctor came in to describe the condition that the baby had fallen with. Violet described the 
doctor as he rattled off a long string of unfamiliar words that to this day she cannot remember. 
“Well they said he is going to be ok,” she proclaims. “Who told you that,” the doctor responded 
as he walks out of the room again with little explanation. In the end, Violet’s baby would live only 
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25 days. Violet described, how to this day, she wanted an explanation and wanted more answers. 
Would things have been different if she wasn’t on Medicaid? Was there something that the doctor 
could have done differently to change the outcome? If he had listened to her assertions that 
something was wrong could her baby have been saved? After months of grieving, Violet decided 
to pursue an investigation into the passing of her baby boy only to find out that her doctor had 
moved his practice to another state and that there would be no possibility of legal recourse for her 
loss. 
The Ugly 
Lisa was the mother of two- a two year old and a five month old- when she discovered that 
she was pregnant again. Her and her husband were both in the military at the time and stationed in 
Illinois. Lisa asserted that although she was provided healthcare through the military that in 
actuality being pregnant in the military did little to alter your experience and ultimately your 
workload. “Are you tough?” they asked her. According to Lisa, either you are sick and need to go 
to the doctor or you go to work. Pregnancy was not a sickness. Her husband was overseas and with 
two children and work she described her stress level as extremely high. Lisa shared with the group 
that both of her previous births were vaginal but that both births occurred early at 35 weeks. During 
the last birth she was even placed on bed rest in attempt to avoid preterm labor. Given these past 
experiences, Lisa expressed knowing that most likely this birth would also occur before 37 weeks. 
Towards the end of the pregnancy, she described being given shots in order to halt the already 
occurring contractions. Finally after refusing to go back to the doctor in fear of being injected with 
more medication, the pain increased to an extent where she had no choice and returned to the 
emergency room. Luckily her husband had returned back to the states by that time. Upon her arrival 
at the emergency room, the heart rate of her baby dropped rapidly and she was rushed in the 
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operation room for an emergency cesarean section. She said that the nurses told her that the 
operation was one of the fastest they had done and that they took the baby under a minute. After 
the operation, Lisa described being so sedated that she was barely able to open her eyes or even 
hold her baby. Upon awaking, she not only experienced extreme amounts of pain from the 
operation but finds out that in her incoherent state complications arose that resulted in her having 
to have a blood transfusion as well. Given this experience, Lisa expressed fear of having any more 
children and says that she would never want to go through that again. 
Identifying Collective Experiences 
After listening to each of the three stories, the women were able to engage in open 
discussion about what they heard and about what resonated or not with their particular experiences. 
Revisiting the feedback from the stories, the discussion, and the subsequent two-hour follow-up 
session revealed the following recurring themes: 
Communication  
 “I think what would make a good birth experience is if you 
have your nurses and your doctors who listen to you. I guess 
hearing everybody’s stories, it was like even with the good 
having that little moment of having that nurse making it 
uncomfortable. Especially when it’s your first time giving 
birth there are so many unknowns…You know your body. So 
any moment or anything you feel you want to be able to have 
that communication open and if you say hey something 
doesn’t feel right you want them to take it seriously and not 
just completely...oh your fine but to actually hear your 
concerns and to ask questions like, ‘where is this pain coming 
from,’ ‘why do you feel this way’ and not just brush it off” 
   
-  Charlotte 
 
“He didn’t listen to me. Now my baby’s dead.”   




Many of the experiences shared by the women expressed a desire for better communication 
between themselves and the medical staff who were attending to them. In particular, the women 
expressed a desire to receive information in a way that was timely and provided when it was 
requested. They wanted information that was easily accessible, complete, and communicated in a 
way that they could understand. In addition, many of the women expressed the desire to be heard 
and taken seriously. As depicted in Violet’s story, many of the women shared experiences in which 
they expressed concern about a topic or their health and were brushed off by the doctors and other 
medical staff. They felt that their knowledge and understanding of their own bodies was neither 
respected nor considered relevant and expressed even the process of internalizing and accepting 
the notion that the doctors were indeed the experts and therefore invalidating their own intuitions 
about their health. 
 
Knowledge 
“Some of the tips were helpful but the [birth education 
classes] did not physically prepare me for that day…” 
- Ronda 
 
“About the birthing education, sometimes I feel like we aren’t 
getting the type of information that we need…they talk about 
healthcare, they talk about diet, they talk about exercise, an 
epidural and all that but they don’t talk about the things that 
you are going to face when you are in that situation or when 
you are having to make those quick decisions right then and 
there…they aren’t preparing women for situation that they 
may come up against and they end up having experiences like 
she did where she knew herself that something was wrong and 
she couldn’t get the doctor to help her. There should have 
been other places that she could have gone for help. Even as 
a Medicaid recipient she should have been able to have other 
resources available to her. So sometimes birthing education 
needs to go beyond the actual pregnancy and deal with issues 
that are common to people who are in poverty or low-income 





Access to relevant and accurate knowledge and information was another theme that arose 
from the experiences of the focus group. The women expressed not only feeling unprepared for 
labor and birth and not knowing what to expect in some instances, but more importantly, those 
women who did attend birthing classes or were provided other forms of education felt that the 
information was not helpful. In particular as expressed in the quote by Dianne, the women desired 
a set of information that was outside of the scope of pregnancy itself. Instead knowledge of systems 
navigation, resource availability, and survival were more important than the topics such as 
nutrition, exercise, and labor and delivery. 
Attitudes and Beliefs 
“I had healthcare when I had my baby but I was also in my 
early 40’s so I had extra care. But even though I had the 
healthcare and I did the prenatals and all this kind of stuff my 
doctor started trying to convince me to have my tubes tied 
toward the end of my pregnancy. You know it was this constant 
questioning every time I went to the doctor like, ‘so are you 
going to get your tubes tied,’ ‘so are you going to get your 
tubes tied,’ ‘you’re going to get your tubes tied right.’ You 
know that kind of thing…So I’m strapped to the table numb 
from the neck down and the person who is supposed to do the 
cesarean comes in and goes ‘so we are getting our tubes tied 
today,’ you know…and I’m like how many times can tell you 
that I am not getting my tubes tied! Is it because I’m Black you 
think I’m not supposed to have more than two children?”  
- Dianne 
 
“They kept trying to push an abortion on me up to six or seven 
months…They said the longer you wait the more it’s gonna 
cost. So they kept pushing abortion on me. I said, is that even 
legal to do it up to the six or seventh month…They kept 
pushing at every doctor’s appointment for my oldest 






Many of the women in the group asserted that the negative attitudes towards Black women 
directly impacted and experiences. While on 29% of the women asserted that they had been 
disrespected of mistreated by medical staff during care, almost all of the women felt that medical 
staff and doctors had preconceived notions about Black women. In fact, when the facilitator asked 
blatantly if race had anything to do with how women experienced birth and pregnancy and whether 
it impacted care the room echoed with a resounding “yes.” Given this, the women expressed  a 
desire for providers will not make assumptions about Black women and to as in the experience of 
Violet yet again, to not be blamed or judged based on their race,  their health status, life situations, 
or for the outcomes of their births. Yet again, the women wanted the providers to respect and 
acknowledge their personal wisdoms about their bodies and for they themselves to not relinquish 
that power or r to be afraid to push back when they feel something is wrong.  
 
Stress 
“He asked me how I was going to get through this I said the 
only way I been getting through this and that’s God…” 
- Violet 
 
Stress was an important topic of discussion for the women. Many of them expressed having 
high levels of stress throughout their lives and in their pregnancies stemming from a number of 
sources. Given this, many of them expressed a desire for providers to consider individual life 
circumstances and stressors in their care and also having access to stress relieving services and 
activities as part of the care. Interestingly, many of the women expressed a reliance on spirituality 
and God as a means to cope with the daily stressors of life. 
 
Access to Care/Care and Treatment 
“What can make a birth a little easier is if you have a doctor 
who does not care what type of health insurance you have. I 
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had blue cross blue shield with my first daughter and then I 
had Medicaid with my second daughter and it was a 
humongous difference. Because With Blue Cross Blue Shield 
they put me in a humongous room…I was treated with so much 
respect. But with Medicaid they gave me a c-section and the 
doctor had like ten other women and we were all in one room.  
Like ok we are gonna do your c-section then I’m going to go 
over to her and I’ll check on you in a minute like boom, 
boom…just a whole line of women…but the doctor had so 
many minutes to be with me then go on to the next lady that 
was laying  right next to me…if you can get a doctor that does 
not care about the type of insurance you have versus your 
well-being and how you are going to have your baby make 
sure your healthy your baby is healthy…that would help a 
whole lot… ” 
- Kisha 
 
A general sentiment expressed during the group was the experiences of differential 
treatment dependent upon insurance status. Not only did most people agree that care was not as 
good if you were on Medicaid, some women in the group had experienced birth both on Medicaid 
and with private insurance and described the significant differences in care. In particular, women 
expressed the desire for equal treatment generally, shorter wait times for appointments, and timely 
and proactive responses to symptoms and health concerns. Also, women wanted access to 
additional components during care that would address pre-pregnancy and health and wellness in 
between pregnancies, better post-partum support and care, as well as structures and activities that 
promote and support self-care and community-based peer support. 
 
Support and Resources 
“My husband went to almost every doctor’s appointment and 
he was there supporting and not everybody has that but they 
completely blew that off that he was there supporting me and 






“When I was in the military for my first two pregnancies I had 
a nurse. She was a retired nurse that went through with me 
throughout both of those pregnancies but she actually retired 
from this position by the last time I had my last one. She 
actually came to my house she visited with me and just helped 
me out and I feel like she had been with me with the last one I 




“I would want someone that I could relate to…When I am 
pregnant I’m irritable and I don’t want to explain myself a lot. 
I just want somebody to say something and u know… I know 
exactly what you are saying. You just want it to automatically 
be comfortable. I just don’t want to feel out of place…” 
- Tisha 
 
Support was critical to needs expressed in the focus group with the women. In fact, the 
need for support - whether from family, the child’s father, or a close friend to help throughout the 
pregnancy - stood as one of the main concerns for women in the group. Moreover, in the 
description of the good birth experience, the large of amount of support was the single most 
distinguishing factor that impacted her positive experience both prenatally as well as in the post-
partum period. Most importantly, the women expressed a desire for a support person of their same 
ethnic or cultural background and someone whose life experiences they could relate to in order to 
assist in some of the following activities:  accompaniment to appointments, birth and lactation 
consultation, problem solving assistance, providing information upon request, providing routine 
information, education, home visits. 
While some of the themes that came from the perspectives of the women in the groups 
reflected positively on passed experiences, many of the themes reflected what they deemed an 
absence in their care. Some have argued that the over-medicalization of birth over the years have 
resulted in a more surgical and less supportive and woman-centered model of maternity care in the 
United States. Given this, it stands that revisiting the maternity care as it existed historically in the 
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United States and particularly for Black women may hold some answers and provide new 
considerations for ways in which we can move forward to providing caring and supportive 
maternity care for Black women. 
LOOKING BACK: MIDWIFERY AND BLACK WOMEN’S CARE PRACTICES 
“Yes, the doctors kept telling me that there was something wrong with my baby, 
that she was going to have some problems, and that she would be slow or behind. 
But there was this one nurse. She was the only Black nurse that I saw there. She 
never really looked at me when she came in but every time she came in my room 
she would say ‘there is nothing wrong with your baby. Just pray over that baby 
every day and she will be fine.’ And every day while I was in the hospital she would 
come into the room and say that. So that is what I did. I prayed. And you know 
what? My baby girl is fine. She is smart and doesn’t have any trouble in school. 
She turned out just fine…” 
 -Jessica 
Sitting on a cement bench in front of local Black owned hair salon I had struck up a 
conversation with Jessica. I was paying a quick visit to the salon to make a hair appointment and 
after having a brief interaction with Jessica, decided to invite her to participate in one of the focus 
groups.  
…Yea…The program sounds really interesting but I am not sure what I can bring 
to it. I mean…I was in the military and stationed at Ft. Hood at the time so my 
prenatal care was really really good… 
 
This of course was her way of turning down my invitation. Nevertheless, while Jessica described 
the care that she received from the military as great, I proceeded to learn that in actuality Jessica 
did indeed have a few complications towards the end of her pregnancy that would ultimately land 
her daughter in the NICU for a short period of time. Although she did not express to me the 
specificities of what happened, it was in this brief conversation that she divulged to me the story 
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of the older Black nurse whose kind words and encouragement reassured her that despite the 
undesirable diagnosis by the doctors, with prayer her baby would be fine. Similar to the many of 
the stories from the focus groups, Jessica, who described her prenatal care experience as great, still 
ended up with a somewhat negative experience.  Given this, I wondered whether it was just a 
coincidence that despite her access to health insurance she still was not exempt from negative 
experiences. Additionally, Jessica’s experience and interaction with the Black nurse, to me, 
aligned directly with Shonda’s experience. Shonda was a woman who participated in both the 
MAMAS and the focus groups held in collaboration with the governmental agency. Prior to the 
birth of her only son, Shonda experienced six consecutive miscarriages. According to her, it was 
not until her Aunt stepped in to provide her with one-on-one support and guidance that she was 
able to have the live and healthy birth that resulted in her son.  
While the women in the focus group expressed the desire for support person or people, 
preferably a Black woman, to be there during the pregnancy, it begs to question that given the 
experiences expressed by the women, what power lies in this role of this supportive presence? 
Moreover, what is it about the support of another Black woman that has the potential to change 
the outcomes of pregnant Black women? Evidence of the benefits of social support during the 
antepartum, intrapartum, and post-partum periods has already been presented in various research 
studies. The presence of family support, intimate partner support, interpersonal support, and 
community and neighborhood contacts can help to 1) improve maternal satisfaction (Campbell et 
al. 2007; Crnic et al. 1983; Mottl-Santiago et al. 2008; Sauls 2002), 2) increase infant interactive 
behavior (Campbell et al. 2007; Crnic et al. 1983; Sauls 2002), 3) mediate the adverse effects of 
stress (Crnic et al. 1983; Turner, Grindstaff, and Phillips 1990),  4) help to decrease the risk of 
post-partum depression (Carty et al. 2011; Crnic et al. 1983) and 5) even have an impact on fetal 
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weight (Buka et al. 2003; Hoffman and Hatch 1996; Oakley 1985; 1990; Turner et al 1990) 
Consequently, lack of support was a key theme among the women. Nevertheless, if we examine 
the history of childbirth for Black women in the United States specifically, we see that 
traditionally, support provided by the community and the attendance of the Granny Midwife, for 
example, was actually a critical component of Black women’s maternal care practices.  
Role of the Granny Midwife 
Some believe that the practices and the beliefs of the Black Granny Midwife came across with 
enslaved Africans during the trans-Atlantic slave trade (S. A. Robinson 1984). In fact, this role, 
also referred to as a Traditional Birth Attendants (TBA), still exists and is still practiced in various 
places throughout the African Diaspora (Dorwie and Pacquiao 2014; Vyagusa, Mubyazi, and 
Masatu 2013; Wilkie 2013; Okpomeshine 2011; Boseley 2013; Kumbani et al. 2013; Affette 
McCaw-Binns 2005). These women, oftentimes considered to be the holders of cultural 
knowledge, were thought to be called by God and passed the secrets of their craft down the 
matrilineal line (S. A. Robinson 1984). From the inception of American chattel slavery into the 
well into the 1940’s, Granny Midwives were responsible for a majority of the births for both Black 
and White alike. This was especially true in the South. Granny midwives incorporated natural and 
alternative or “folk remedies,” traditional medicine, and spirituality and religion into their care 
practices (Fraser 1998; Schwartz 2010; Wilkie 2003).  
What is most important about the role(s) of the Granny Midwife was that she encompassed 
way more than just “catching babies.” In a study of Midwives in Texas from 1920-1985, Ruth C. 
Schaffer found that the activities of Granny not only included delivering babies but also recruiting 
and training other midwives, helping people in their community secure employment, community 
education, crisis intervention, and even assistance with legal issues (Schaffer 1991). Generally 
101 
 
speaking, Granny midwives served an array roles that included delivering babies, providing 
comprehensive prenatal, delivery, and post-partum support, being an on-call healer, protector of 
cultural and community knowledge and history, a connector of resources, and an overall spiritual 
and community leader. Given this, Granny midwives were pillars in their communities who were 
committed to providing services that attended to the basic survival needs of those in her 
community.  
Decline of the Granny Midwife 
By 1830, approximately 13 states had passed laws that would outlaw the work of healers 
(Robinson 1984). This represented a new shift in which the science of obstetrics began to grow as 
a field and therefore “folk” healing and midwifery began to be considered foolish and out of date. 
Yet, given the geographical, economic, and social impacts of race and class, the practice of 
midwifery was rarely regulated and considered to be a necessary evil so that people could access 
some amount of care. Consequently, with the growing infant mortality rates, the Children’s Bureau 
was established in 1912 and shortly after in 1921 the Sheppard-Towner Maternity and Infancy 
Protection Act was passed. This act provided funding for medical training of nurses and midwives 
and spawned the increased regulation of midwifery practice and ultimately the growing 
medicalization of health care and birth. 
While the spouted rhetoric behind the new legislation was to increase the training for 
midwives and therefore increase the number of safe and healthy births for women, the actual 
repercussions of the act were not as such. Instead, the implementation of Sheppard-Towner 
resulted in an extreme decrease in practicing midwives. For example, from 1910 to about 1930 the 
number of births attended by midwives dropped from about 50 percent to about 15 percent (Ladd-
Taylor 1988). Many of these births were to poor Black women in the south. In addition to new 
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training requirements that ultimately prohibited many Black midwives from continuing their 
practice legally, the Sheppard-Towner law did a number of additional things that would reduce 
births attended by midwives in many ways.   
As part of the act, mothers were provided education courses so that they could be more 
knowledgeable about birth and make “better” decisions about their pregnancy and birth. As the 
obstetric field continued to grow and become overwhelmingly male dominated, it also was 
associated with “better,” cleaner, and safer birth. Given this, the outcomes of the education classes 
oftentimes was encouraging mothers to have their births attended by physicians and not the 
midwives from their local communities. Additionally, although Sheppard-Towner was meant to 
increase training for midwives, many physicians directly opposed the implementation of the act. 
Midwifery was considered to be direct competition for the growing medical field and many felt 
that it was better as a discontinued practice then something that could be improved. Central to this 
notion were problematic assumptions about race and gender that informed much of the push back 
against Granny midwives as well (Bonaparte 2008).  
As the number of obstetricians grew, and as midwives came in contact more often with 
medical professionals and nurses due to the new legislation, stereotypes about midwives being 
dirty, lazy, incompetent, and even dangerous became more pervasive. High infant mortality rates 
were blamed on the continued utilization of midwives. This was even despite the fact that obstetrics 
as a science was still being developed and mortality rates for midwives were oftentimes lower then 
then the rates for practicing physicians (Fraser 1998; Ladd-Taylor 1988). In the case of high Black 
infant mortality rates, blame was directly placed on rural Black midwives and little consideration 
was given to the racialized and social experiences of poverty. Ultimately as time progressed, 
investment in medical training and obstetric practice recognized a growth from both white and 
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Black individuals alike. Medical training discouraged the use of natural alternative “folk” remedies 
or other cultural practices that were deemed as nonsensical or magical. The repercussions of the 
Sheppard-Towner act reduced the numbers of practicing midwives, discouraged the continuation 
of traditional and culturally rooted practices, and provided education that ultimately encouraged 
the use of obstetricians. All of the things combined resulted in the essential eradication of the 
Granny midwife.  
CONCLUSION: INVOKING GRANNY 
 
If we revisit the roles of the Granny midwives, we see that her disappearance stood as a 
critical loss to many communities in many ways. The obliteration of community rooted support, 
the continuation of cultural knowledge, practices, and culturally centered care, and the trust and 
understanding that she brought particularly during pregnancy and birth. Given this, I would like to 
argue that looking at midwifery as it was practices during the active period of the Granny midwife 
may begin to provide some clarity into the alleviation of negative birth outcomes and experiences 
for child-bearing Black women. To clarify, I am not necessarily asserting that 1) midwifery is the 
answer and 2) that the practices of the Granny midwife were free from complication and that infant 
or maternal death did not occur. Clinically, complications and mortality rates have decreased 
tremendously due to the marvels of modern medicine. Nevertheless, I am arguing that invoking 
the sentiments and characteristics of care that Grannies exuded may begin to help us reframe how 
we conceptualize maternal care in the U.S. In particular for Black women, it stands that some of 
the remedies to alleviating the impacts of racism induced stress could potentially be found in the 
supportive, nurturing, and community oriented practices of the Granny.   
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Alondra Nelson in her book entitled Body and Soul: The Black Panther Party (BPP) and 
the Fight Against Medical Discrimination (2011) not only provides an overview of the BPP’s 
health and clinic projects but also in her first chapter provides a history of Black health activism 
in the U.S. By reviewing the BPP platform, Marcus Garvey and the Black Cross Nurses of the 
UNIA, and the health and clinic initiatives in SNCC and during Freedom Summer, Nelson 
identifies integrationism, institution building, and the politics of knowledge as the primary tactics 
employed in Black health activism to increase access for Black communities and address the 
immediate health care needs of the community (2011). Although the Granny Midwives may not 
have been considered a form of “health activism” during their time, their important role as 
community leaders, holders of cultural knowledge, and providers of health and wellness when 
there were no other options serves as the precursor and ultimately foundation for the vital legacies 
of Black health activism that trailed the eventual decline of the Black Granny Midwife.  
Granny midwives attempts to integrate with training and the changing racist policies, their 
attempts to create and maintain a mechanism to provide care for their community, and still 
attempting to maintain strong communities and hold on to their cultural, spiritual, and community 
practices is also a cultural legacy that we must invoke to counter the fatal impacts of maternal and 
infant mortality. By looking back that the foundation of the more contemporary legacies of Black 
health activism, i.e. the Granny midwife, we can possibly learn how to deal with our contemporary 
maternal health conundrum.  
In attempting to remedy the negative birth outcomes for Black women we must consider 
many issues. If we link the current literature on racism stress, the responses of the women in the 
focus group, as well as the deficits and potentials that exist in existing models, we see that 
(re)conceptualizing Black women’s health disparities as a systematic and societal issue also calls 
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for a reconceptualization of the interventions. I argue that revisiting and recreating some of the 
support and care practices as they existed in Black communities prior to the over-medicalization 
process, and “invoking granny” may provide unique insight into the ways in which we can begin 
to address these disparities.  
In considering the effectiveness of integrationism and institution building, the next chapter 
evaluates the MAMAS organizing work around maternal and in particular Black women’s 
maternal health in collaboration with other institutions. It evaluates the effectiveness of these 
























Chapter 3: Not with the Masters Tools: Institutions and the Search for Social 
Transformation 
 
“For the master’s tools will never dismantle the master’s house. They may allow us 
temporarily to beat him at his own game, but they will never enable us to bring 
about genuine change…”  
– Audre Lorde  
 
“That was powerful.” Huh? “That was really powerful what ya’ll did today…” Thanks. I 
stared at the salt and pepper haired gentleman who had sat quietly off to the side of the room. Who 
was he? Apparently, he had been intently listening to the multiple stories of those who had come 
forward to offer testimony and comment at the hearing that day. I had barely even noticed him 
sitting silently along the wall at all.  Was he a stenographer? Had he been transcribing the accounts 
or was he simply there to monitor the hearing proceedings for the day? He obviously worked for 
the state. Regardless of his role that day, he had apparently been impacted somehow by what he 
had witnessed.  
That morning around 9 am, other members of MAMAS and I gathered together to prepare 
for a hearing in which public testimony would be documented both in favor and against Medicaid 
covering Midwifery services in the state of Texas. This action had been part of a broader three-
pronged campaign launched by MAMAS in order to increase access and choice for prenatal care 
and birth services for poor and working class women of color in the Austin area. In collaboration 
with other organizations such as Texans for Midwifery and Association of Texas Midwives, we 
lobbied to enact a rules change that would require Medicaid to cover midwifery services provided 
by Licensed Midwives and therefore be in accord with the corresponding federal legislation. This 
hearing was a continuation of that process.  
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Blockading the entrance of the greyish green state building where the hearing would be 
held, we passed out large round hot pink stickers wielding the statement “Every woman deserves 
the right to have choices in birth.” Inside, the room was small. There were about ten rows of long 
gray rectangular tables with black chairs sitting behind them. One table sat on the right by the 
entrance and a microphone and tape recorder sat planted on the table closest to the front of the 
room. A sturdy wooden podium stood at the front of the room with a big Texas-sized gold star 
cemented to the front of it. Standing behind the podium and gazing out into the audience you could 
see a sea of hot pink dots.  One by one each made their way to the front of the room to pronounce 
their opinions and have their experiences as mothers, support people, doulas, fathers, and midwives 
in support of the rules change be recorded and documented. This procession of support was not 
without opposition though. Two individuals, a woman and her mother, sat indignantly off to the 
side. The daughter had attended the hearing as a representative of a professional obstetric 
organization. She sourly proclaimed her opposition to the rules change and made it abundantly 
clear that she was not about fraternizing with us, apparently the enemy that day. Her testimony 
against the use of licensed midwives or “lay” midwives as she called them asserted the obstetric 
organization’s supposed interest in the health and safety of child-bearing women and the danger 
that “lay” midwifery posed to pregnant women. This oration was followed by silence only 
shattered by the clap of her sole supporter that day, her mother. She even refused to accept one of 
our hot pink stickers. She obviously did not believe that women deserved to make their own choices 
when it came to birth - at least not when it came to the type of provider. I thought to myself, while 
it was obvious that many obstetricians would be against licensed midwives encroaching on their 
patient market, I found it particularly intriguing that an organization who is purportedly interested 
in the overall well-being of women would also be blatantly against women making their own 
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reproductive choices. This should not have come as a surprise to me and yet it seemed wickedly 
akin to the conservative sentiments assuming that women are not knowledgeable enough to make 
informed decisions about their reproductive health. Interestingly, this mother-daughter pair 
standing in stark opposition to the rules changes also made up two of the maybe five Black woman 
present in the entire room.  
In the end, the rules change passed and became effective in January 2013. Generally, this 
should have been considered a successful campaign effort and looked at as a win on the books. 
Yet, the specificities written in the rule around reimbursement rates and required physician 
collaboration agreements made implementation of the rule neither desirable nor viable for 
Licensed Midwives. Consequently, while the action proved to be an inspiring moment and a 
powerful presentation, it begs to question whether or not it did or will in the future have a larger 
impact on access and choice in Texas; especially for poor Black women.  
*** 
This chapter focuses on the MAMAS organization’s engagement with various institutions 
in order to begin a dialogue about processes of social transformation. By using concrete examples, 
this chapter evaluates the effectiveness of institutional processes and the ways in which even 
purportedly good intentioned institutions reinvent racist, sexist, and capitalist practices.  It makes 
note of the various ways that MAMAS as an organization as well as its individual members 
engaged with various institutions specifically around the reproductive justice and health of black 
female bodies and the problematic interactions that occurred to ultimately undermine the MAMAS 
work. From the misuses of MAMAS members in the workplace, to the cooptation of ideas and the 
multiple attempts at self-promotion and monetary gain centered on the death of Black bodies, these 
interactions with institutions and their respective agents expose the ways in which transformative 
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and progressive work can be encumbered by and actually in direct conflict with the inherent nature 
of institutions. These concrete examples provide a grounding for understanding the disjointedness 
that occurs with the relationship between institutions, Blackness, Black bodies, and Black people. 
I argue that working within existing societal structures and institutions is not an effective way in 
which to address issues around Black women’s maternal health. Building upon knowledge that 
recognizes the role that racist, classist, and sexist institutions play in contributing to maternal 
health disparities and knowing that the existence and survival of these institutions is oftentimes 
based on the maintenance of racial hierarchies, exploitation, and violence, I argue that we must 
find ways to self-determine our own outcomes and rely upon community power and relationships 
outside of traditional institutional structures in order to solve problems. By engaging theorizations 
around white supremacy, anti-black racism, and hegemony, I contend that acknowledging the 
incompatibility between existing social structures, institutions, counter-hegemonic efforts, and 
Blackness is an important step in re-imagining new conduits towards social transformation.  
MAMAS WORK AND INSTITUTIONS   
 
Many of the earliest architects of social theory offered conceptualizations pertaining to 
mechanism of societal transformation and the impacts of institutions on the social fabric. While 
the study of institutions remains a central preoccupation in the social sciences, the complex and 
fluid nature of institutions has made the creation of a concrete and standard definition quite 
tenuous. Johnathon Turner, in his complex study entitled The Institutional Order (1997) provides 
a basic definition that I will use here as a starting point for my analysis. He asserts that  
A social institution can be defined as a complex of positions, roles, norms, and 
values lodged in particular types of social structures and organizing relatively stable 
patterns of human activity with respect to fundamental problems in producing life-
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sustaining resources, in reproducing individuals, and in sustaining viable societal 
structures within a given environment (6).  
This definition acknowledges both the role of institutions in providing structure and ordering 
society.  It also describes the expansive characteristic of institutions that by definition can 
encompass many of the predominant institutional depictions such as government, schools, family, 
religion, languages, organizations, and universities among other things. This is significant because 
it brings to light the inevitability of interaction with institutions in some way shape or form in our 
daily lives. Given this, it is of no surprise that MAMAS’ organizing work would include some 
amount of institutional engagement in its practice. Nevertheless, the examples in the following 
accounts describe the interactions of the MAMAS with government, academic and research 
groups, and with medical establishments. While these institutions serve as more bureaucratic and 
advanced formations, the examples are still useful for illuminating the ways in which institutions 
mirror and uphold society’s ideological foundations and therefore are useful to rethink all forms 
of institutional engagement. 
MAMAS as an organization as well as its individual members engaged with institutions in 
various ways in order to impact the ways in which women of color were able to access health care 
systems for their reproductive health care needs. Yet, many of these “endeavors” resulted in less 
than desirable outcomes. More often than not, these interactions resulted in moments of disrespect, 
exploitation, and abuse. What is most significant about these disempowering experiences was that 
they often occurred when working in collaboration with individuals who were purportedly 
progressive and in our initial interactions deemed trustworthy partners. While members of 
MAMAS did experience interpersonal experiences of abuse, racism, classism, etc., I argue that it 
is the inherent nature of institutions in this society that make radical, transformative, or dare I say 
revolutionary work precarious in nature. This does not negate the existence of “progressives” 
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within these institutions. Yet, MAMAS found in our work with institutions that the constraints, 
protocols, and inherent characteristics of various institutions did not allow for the existence of 
progressive anti-racist, anti-sexist, anti-oppressive work to take place. Even in the instances in 
which we had “success” we found that the overall impact of the work failed to make any significant 
or long-term change.  
Even with a healthy skepticism of the long term transformative potentialities of 
institutional partnerships, MAMAS chose to seek various forms of collaborations for a number of 
reasons. Most of them hinged on issues of resources and funding. MAMAS spent a significant 
amount of time doing the work and trying to maintain our autonomy outside of these systems. For 
instance, in the beginning, much of the work was volunteer and any funding that we acquired came 
from grassroots methods such as throwing house parties or putting on community supported shows 
and showcases. In utilizing this structure of fundraising, often times our efforts were project based 
and funds that were gathered were also rapidly depleted on one single project and in one single 
blow. This worked for a while. With the inception of the prenatal clinic, we quickly learned that 
our capacity to do the work and the resources needed to run a clinic (salaries, autonomous space, 
etc.), even with volunteer midwives and doctors in a community-based setting, required a 
significantly more robust funding source. Given this we were forced to look to more concrete and 
sustainable ways to support our project. This is when organizationally we started to entertain more 
seriously our engagement with various institutions.  
While funding and resources was the predominant reason for pursuing institutional 
collaboration there were other very important issues that we needed to address. One additional 
rationale that underscored our decision to work with medical institutions and clinics in particular, 
was the community by-in and investment with medical institutions. Central to our analysis was an 
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understanding of the contribution that institutions and medical systems have on the negative health 
experiences of minority populations and Black communities in particular. Nevertheless, we found 
that alternative constructions of quality health care outside of medical institutions were rarely 
accepted and seen as legitimate or safe by the women (Black women in particular) we were looking 
to work with. This of course stemmed from the historical transition, rooted in the equality rhetoric 
imbedded in civil rights movements, in which neglected and marginalized communities began to 
gain greater access to various spaces and services. This shift is particularly evidenced in the history 
of maternal health care with the criminalization and demonization of Black midwives as a means 
to encourage a transfer of care from community healers to the hospitals (see previous chapter on 
maternal health disparities and Granny midwives). The residue of this cultural erasure is still 
prevalent and evident in the hesitancy of many Black mothers to consider alternative forms of 
medicine and models of care.  Given this, we sought to enact a prenatal model of care that was at 
least initially built on the familiarity with medical institutions but that would hopefully start 
conversations around the systematic transgressions of medical institutions and the necessity for a 
different model of treatment and care. In the process of navigating these slippery slopes we realized 
that our engagements with institutions were ultimately unable to escape the occurrences of 
malevolent and hostile treatment so normal to institutions built upon a foundation of hierarchy, 
capitalism, and racism. These institutions consistently attempted to exploit us and gain profit and 
self-promotion based on association with our work. On one occasion when things went sour in our 
relationship with one medical institution, they even sought to demonize, dismantle, and destroy 
our work.  
Employment, Labor, and the Institution 
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In the summer of 2013, my friend and fellow MAMAS member Lois and I began a span 
of employment with a government agency attempting to reduce the prevalence of negative birth 
outcomes for Black women in the area. Lois and I were in many ways recruited for these positions 
due to our connection and “insight” into the local Black community and due to our histories of 
community organizing efforts with MAMAS in Austin. Initially, we welcomed this opportunity 
and involvement in such an important project with excitement and positivity. Rarely was there 
significant interest in projects that were specifically meant to help “us”- i.e. Black women in 
Austin. As I would quickly learn, this idea was the consensus held by many Black women in the 
area. The project itself had been proposed by and deemed the “pet project” of the director and was 
being supervised by the assistant director who, from our initial interactions, seemed to possess a 
progressive consciousness around race, class, and gender. The seemingly supportive 
circumstances surrounding the development of this project was something that we perceived to be 
usually quite infrequent and we were encouraged by the possibilities. 
As the work started, we found that even with these encouraging circumstances, we were 
not free from the complications, political entrapments, and susceptibility to social structures that 
perpetuate racialized, classed, and gender based hierarchies of power so standard to government 
work. In fact, we learned rather quickly that these problematic processes actually continued to 
underline the basic functions of the organization even despite individual attempts to regularly 
challenge these structures.  
In particular, these problematic power structures manifested in issues of voice, legitimacy, 
and value surrounding Lois’ and my work. Power played out in the ways in which Lois and myself 
were heard within the project and was evident in the division of work allocated between the two 
of us. Lois’ title and duties, for example, revolved around community engagement and recruitment 
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of Black women for both the focus groups and for any other interaction with local Black women 
in the community. Her primary responsibility was to manage and implement the outreach plan for 
helping the agency gain access to and participation by local Black women. My title and duties, on 
the other hand, centered on research, reporting, and in the end the overall management of the 
administrative and organizing pieces of the project. The original conceptions of the job 
descriptions were verbalized to us as based upon our individual skill sets and experience. 
Nevertheless, it became quickly apparent that our respective duties were in fact reflections of 
assumptions made about our abilities and skills. While I was a doctoral student working on 
completing my PhD and Lois had not yet completed her bachelors, her employment, programming, 
management, and local community insights far surpassed mine. Due to my lack of hands on 
experience, I often referred to Lois on basic questions about how the agency generally functioned, 
their processes, and even funding and grant protocol, all of which she had experience with directly. 
Our value to the program, both individually and as a pair, was disparately tabulated based on 
traditional understandings of legitimacy and rooted in a hierarchical valuation logic around 
education and judgments based on our respective performances of acceptable institutional and 
professional behavior.  
In addition to the nature of the work allotment, we found that the assumptions made about 
our value also informed our corresponding treatment and respect in the workplace. From the 
beginning Lois felt a slight difference in the requirements around our conduct. For example, while 
I consider myself to be a competent and valuable employee, I also, being used to the flexible life 
of a student and possessing the free uninhibited spirit of my mother and grandmother, rarely arrived 
to work on time. I also rarely felt the need to check in about my whereabouts. Interestingly, when 
I did arrive, I was questioned not about my timeliness but instead Lois’ whereabouts and expected 
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arrival time. This was done with the knowledge that Lois was a single mom of three and enrolled 
in a local undergraduate program full-time. This was known prior to her employment and was 
accepted with the agreement that the position could be flexible and accommodate her demanding 
schedule. While this is one of the initial examples and while our positions were part-time and fairly 
flexible, there were multiple occasions where Lois expressed that 1) she felt undervalued in 
comparison to me and 2) that comparatively, our supervisors were less willing to accommodate 
her. While I had education and sadly to say years of practice performing a particular 
institutionalized and ultimately corporate etiquette that made my status as a young, single, Black 
mother more palatable, Lois felt that in the end her categorization as a poor, Black, single mother 
without mechanisms to mollify that identity directly informed her experience within the institution. 
Although much of my initial work consisted of conducting research, part of my work was 
also to participate in the recruitment of a group of Black women for our focus groups with local 
women. Lois took the lead on this part of the assignment. While we did engage in door knocking 
in some local low-income housing and affordable housing facilities, a predominance of the 
recruitment was based on Lois’s already established family, friends, and community networks. In 
the end, we helped to recruit approximately twenty black women to participate in the two focus 
groups around local Black women’s prenatal care experiences, their wants, needs, and their desires. 
After documenting the responses of the women, the next step was to examine the responses, 
analyze the themes that arose and figure out how the information provided from the women could 
be used to develop an intervention that would address the concerns and suggestions expressed in 
the groups. It was in this examination process that we realized the true reality of our roles in this 
project development process. This was in part revealed due to Rita’s introduction to the work in 
the project.  
116 
 
  Rita, also a Black woman, was a contact from the MAMAS’ circle of allies. Lois and I 
suggested Rita to operate as an outside facilitator for the focus groups with the local Black women.  
Despite our positions as the primary points of contact with the women, our work to recruit the 
women, our relationships with women, and our own experiences that aligned directly with those 
women in the groups, it became painfully evident that our voices in the analysis of the information 
was undervalued. At least that was our perception. Instead, we found that Rita actually seemed to 
hold more power and clout than we did during the many aspects of the project’s conception. Part 
of this, we decided after numerous conversations, was due the fact that 1) Rita and our supervisor 
Mary had a previously established relationship that we were unaware of prior to our work with 
agency, 2) our supervisor exhibited a greater amount of comfort and trust in Rita’s perspective and 
analysis partially due to their shared educational background in social work, and 3) both Rita and 
Mary were close in age and many years our senior. While these circumstances are not prescriptive, 
in this case they seemed to espouse a close camaraderie between Rita and Mary that consequently 
excluded Lois and I and altered, if not reduced, our pertinence to the project.   While our initial 
involvement in the program was heralded as important and essential, particularly around the 
recruitment of local women, our significance shifted with the needs and progress of the project.  
This was particularly the case when processes of intellectual labor were on the table.  
On multiple occasions prior to and following many of our meetings, our supervisor, Mary 
and Rita could be found sitting off to the side of the room planning, discussing, and debriefing the 
incidences of the meeting without Lois’ or my input. During this time Lois and I could be found 
setting up or cleaning-up from the day’s events. In other instances, we found that in the process of 
decision making for the project, Rita’s opinion, which was often in line with that of Maria’s and 
was almost always in opposition to mine and Lois,’ was overwhelmingly the option that prevailed. 
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This inevitably caused increased feelings of insignificance and distrust between Lois, myself, and 
Rita and occurred despite the fact that Lois and I had suggested Rita as a progressive and conscious 
ally. Moreover, at the onset of the collaboration, we met with Rita in order to insure that we were 
all on the same page, that our goals were in alignment with one another’s, and that Rita was to 
participate in the project as a mechanism of support in solidarity with both Lois and I as well as 
the MAMAS. Instead we found that while Rita asserted her solidarity and support and feigned 
ignorance to the problematic power dynamics at play, her allegiance to Mary and her 
corresponding requests superseded her solidarity with us. This predicament and separation 
persisted and even seemed to increase with Rita’s continued involvement in the project.  
In the end, and more so for the case of Lois, it felt that once we had done the “dirty” work 
of getting in the streets and bringing in the women, that our time, space, and contribution to the 
program were deemed much less essential. In my case, my academic skill set necessitated a more 
steadfast need and a more concretized longevity with the program. Yet, there were still reminders, 
especially in the case of Rita, that I was an expendable Black face, replaceable with whoever they 
had waiting in the wings. More importantly, we quickly came to the realization that regardless of 
what the women in the groups had shared with us, decisions about the direction of the program 
would be based upon the resources, ideas, and ultimately politics of the agencies leadership.  
This example proves significant for a number of reasons and exhibits significant points 
about the institution and its aims and its processes. This case shows the institution’s success in 1) 
using Black bodies and Black labor to gain access, acquire inside information, and secure 
validation and legitimacy via proximity to (and not inclusion of) Blackness and 2) the inherent 
institutional structure and processes that innately work to divide and disrupt solidarity and counter 
hegemonic power.  Although we were initially recruited for our connection to Black people in the 
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community, Lois and I quickly realized our roles as the Black faces needed to work on the “Black” 
project. Moreover, through the entirety of the project we felt that we had very little decision making 
power about the conception of the project, if any at all. In the case of Lois, Rita, and myself, the 
very nature of doing institutional work as opposed to the community work that we were used to 
doing together, created competition and ultimately rifts and distrust between us. This occurred 
even though the three of us met in the beginning to plan how we would work together and be in 
solidarity throughout the process. In the end, it was Lois and I who were able to see what was 
transpiring and made intentional efforts to disrupt the pressure of the institution to divide us. To 
date, the impact on our relationship with Rita is still being felt.  
Overall, I argue that this process of division and competition in central to the maintenance 
of not only hegemonic power but also hierarchy and capitalism within institutional structures. 
Sentiments not based on individualism or that support community are in direct conflict with 
institutional power. Moreover, inherent to the nature of the institution is the use of people. This 
use is a topic that I will revisit later but holds great significant and requires examination especially 
when reviewing the relationship between use and Blackness. Lois’ and my engagement with the 
local government agency not only speaks to abuse and exploitation but revisits the history of 
institutional power using the labor of Black bodies for its own gain – even when done purportedly 
under the semblance of Black benefit. 
 Pressures of Institutional Ideology and Structures  
In discussing the use of Black labor as exhibited in the depiction of Lois and my work, one 
must also consider the presence of profit. While a discussion of monetary profit is an impending 
part of this analysis, self-promotion is another example of the inherently cutthroat, individualistic, 
and profit-driven nature of a capitalist society. In the following example, this type of characteristic 
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manifested again within MAMAS institutional engagement even when cooperating individuals 
were not intentionally trying to undermine progressive practices. In fact, this particular individual, 
at least in rhetoric, was advocating for more progressive and social justice oriented work, yet was 
still governed and ultimately constrained by the functions and processes of the institution.  
In 2012, MAMAS began a relationship with a local educational institution in order to 
collaborate on a grant and research project. The impetus behind this was to conduct research 
around the effectiveness of the MAMAS model of prenatal care and prove its effectiveness to 
garner support, legitimacy, and resources for the work. From the onset of the conversations with 
our main contact, we discussed how both parties could reciprocally benefit from the collaboration 
on the project. MAMAS wanted academic research to bolster legitimacy and support behind their 
innovative model of care and needed funding that could help implement the full model of the 
pregnancy clinic. In exchange, MAMAS would help to outreach and administer surveys to local 
Black and Latina women in Austin, Texas due to their already established social and community 
networks and the partnering researcher would not only provide the guidance and skill set to help 
with the analysis but also be able to utilize some of the research data for her own work. My 
familiarity with the nature of the academy invoked immediate concern around the possible 
consequences and problems that could arise around research politics specifically and production 
on the project. As the negotiations and the relationship progressed, various issues arose that caused 
increased tension between MAMAS and academic institution. 
One of the biggest issues that came up between MAMAS and the researcher was a lack of 
communication, the means and methods of communication, and time. MAMAS’ structure, which 
operated as a collective body, meant that all decision making, conversations, and meetings were 
ideally done as a group as opposed to with one person. This process, as with most interactions with 
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external groups, was made clear from the beginning. In practice, this meant that communication 
was never initiated with only one member and that all decisions would be brought for deliberation 
with the entire collective. As with other interactions with various institutions, instead one person 
was always inadvertently “chosen” by the outside group as the primary contact person. Usually 
correspondence was sent to this person and meetings were asked to be scheduled with that one 
individual. This process of individualistic contact went directly against the organizing structure 
and vision of the MAMAS. In addition, the methods for communication as well as the means were 
such that it overwhelmingly narrowed who was able to participate in negotiations with the 
university. Only those members who could readily access email, and who had the privilege of 
flexibility were able to actively participate in the on-going conversations.  
While many agents of these various corporate or organized institutions asserted verbally that 
they understood and respected our processes of collective decision making, rarely did this actually 
play out in practice. Given the personal familiarity that has developed over time with the people 
in which we worked, I feel that generally the assertions of understanding and respect for collective 
structure and process by outsiders was indeed genuine. Nevertheless, the inherent and rigid nature 
of institutional decision making, process, and timelines is not conducive to the patience and “time” 
that it takes to adhere to a more collective process. Ultimately, the protocol of the academic 
institution for conducting “business” or doing “work” was in direct odds with the MAMAS 
process. While many are verbally in support of this process, the institutional procedures almost 
always usurped that understanding. This highlights how powerful the pressures of the system and 
of the institution are over the sentiments of the individual.  
In the end, the complications around communication resulted in what the organization 
determined to be a lack of communication and inclusion in the grant writing and decision making 
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process. As time progressed, it became more and more difficult for MAMAS to communicate, 
respond, and make decisions in a timely manner. “Timely” of course was determined by the 
normalized application of strict timelines, bureaucratic paperwork, and ultimately the need for 
unremitting production typical to the academy and in particular securing grant funding. Given this, 
all work around the grant and research possessed an amount of urgency that did not translate into 
MAMAS ambitions or the ways in which MAMAS operated as a group. Moreover, non-response 
by the group did not mean that the process was put on hold. Instead, the project continued to 
progress in many of the ways that community based or engaged research usually transpires. It 
moves forward in ways that uphold problematic power dynamics and hierarchies that situate and 
center the researcher, primary investigator, and ultimately the aims of a production driven-
institution and not community.  
Inherent in the need to produce in the machine that is the corporate academy is the requirement 
to conduct research not just for research’s sake but to produce not only to stay in but to produce 
for the academy. I include this example not to provide yet another critique of the growing academic 
complex, nor do I plan to dive into an oration on the politics of community based or engage 
research. While this story can contribute to those narratives that are attempting to challenge and 
call into question the workings of this system, instead for the purposes of this work I wish to 
highlight again the ways in which the inherent nature of institutions including basic operating 
procedures can undermine and inhibit progressive work. Moreover, it provides another example 
of how institutions can again use both people, organizations, and even progressive ideas and 
research to maintain and uphold-both ideologically and financially-its problematic foundations. 
Yet, this account elides an even more pressing issue within its narrative that I would like to draw 
out about the economic and monetary gain that accompanies research.  
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What does it mean when grants and funding begin to surround and target marginalized bodies 
as research subjects? Multiple disciplines, including Anthropology, have been perpetually 
infatuated with the examination of the racialized “Other.” Yet, the growing cognizance and 
research interests around maternal and reproductive health and in particular Black infant mortality 
(see chapter 2 on disparities) draws a salient modern day example of the historical intersection 
between Black bodies and death, spectacle, and profit. Given the history of racial oppression, 
chattel slavery, and racialized capitalism, a question regarding the significance of institutional 
profit and promotion around Black bodies and Black Death and how it manifests in this case, 
requires further examination.  
 Profit and the Institution: Capitalizing on the Spectacle 
In 2010 Healthy People identified Maternal Mortality and Infant Mortality as a key health 
issue. This of course was the year after Amnesty International identified and acknowledged in their 
groundbreaking report the problematic racial disparities that exist in the United States around the 
issue of women’s health and birth disparities (see chapter 2). Consequently, a significant amount 
of interest and research is beginning to be directed at investigating and ultimately creating 
interventions and solutions around infant and maternal mortality. More specifically, there has been 
a rallying cry around the immensely disparate mortality rates for Black women around the country. 
While these disparities do reflect an important problem that deserves and requires this conferred 
attention, the incentivized nature of the work surrounding this issue necessitates a much deeper 
examination.  
Dorothy Roberts, in her book Killing the Black Body, exposes the ways in which drug 
policies that targeted and criminalized poor and particularly Black pregnant women were promoted 
under the pretext of concern for the well-being of the fetus. Nevertheless, corresponding policies 
123 
 
surrounding abortion as a criminal sanction undercut and disproved those deceptive rationales 
(1999). In a similar way, the contemporary urgency around elucidating the dilemma of Black infant 
death, has in many ways become a means of capitalization on the spectacle of Black suffering and 
death. Specifically, it has become efficacious to center research and programming on Black death 
and suffering in order to secure funding. In this way, black infant mortality has become the 
quintessential philanthropic endeavor and all the rage for scientific inquiry. Again, this is not to 
say that research is the root of all evil or that the attention surrounding this issue is injurious in and 
of itself. Yet, as exhibited in the example of my and Lois’ involvement with the government 
agency, the focus on Black mortality served as 1) a funding stream, 2) a cachet inducing and trendy 
“pet project,” and 3) still failed, even with its purportedly benevolent aims around Blackness, to 
divest from its oppressive and ultimately anti-Black comportments. This phenomenon still 
manages to inhabit the aperture that is both the consumption and capitalization on enactments of 
Black life and suffering. 
Saidiya Hartman’s work in her book Scenes of Subjection, addresses the historical 
normality of the “spectacular character of Black suffering” (1997, 3). From Frederick Douglass’ 
account of the beating of Aunt Hester, the sorrowful procession to the auction block, and the 
performance of Black face and minstrelsy, the “drama of Black life” has sustained as a form of 
hyper-visible entertainment.  
In addition, Hartman highlights the simultaneous existence of violence, repulsion, and 
pleasure. Drawing on Black’s Law Dictionary, she states that enjoyment is “to have, possess, and 
use with satisfaction; to occupy or have the benefit of...” (23). She then continues to say that 
enjoyment  
…entails the exercise of right; the promise and function of a right, privilege or 
incorporeal hereditament. Comfort, consolation, contentment, ease, happiness, 
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pleasure and satisfaction. Such includes the beneficial use, interest, and purpose to 
which property may be put, and implies right to profits and incomes therefrom… 
(23). 
While the physical and sexual aspect of enjoyment as perpetuated by the whims of slave owners 
against slaves was fundamental to the practice and maintenance of chattel slavery, I draw particular 
attention to the sensation of enjoyment rooted instead in the satisfaction and acquisition of benefit, 
profit, and/or income. Moreover, I would like to reiterate the focus on spectacle here. As espoused 
in the remembrances of Sarah Bartmaan, the stripping of Aunt Hester prior to the beating, and 
sexualized and violent nature inherent in the “horrible exhibition” of lynchings, the sexual 
permutations of Black life and spectacle are evident. Yet, what are the other ways in which Black 
suffering as a spectacle elicits these alternative constructions of enjoyment?   
 Returning to the issue of the growing interest around Black infant mortality, I would like 
to revisit the opening depiction from the previous chapter where the researcher and the Dr. 
excitedly proffer the question “What are we supposed to do about all of these dead Black babies!”  
My immediate analysis of this animated assertion was that it reeked of what Hartman labels as 
voyeuristic fascination with and yet repulsion by exhibitions of sufferance (1997, 3). This 
conclusion was not drawn, of course, in an uncontextualized vacuum. The months prior to that 
effectual moment I had interacted on multiple occasions with both the doctor and the researcher 
surrounding African-American maternal health in Austin. Recalling those interactions now, I 
remember sitting at a table with the doctor at a mutual acquaintance’s house and listening to him 
talk about how class and not race was the determining factor of Black women’s maternal health 
disparities. I can recall when after being challenged directly by Lois around race, in a conversation 
unrelated and distinct from her employment role, he proceeded to report her “behavior” to our 
supervisor’s supervisor. Ironically, not only would he only a few months later give a keynote 
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speech about the impacts of race and racism on birth outcomes for Black women but he would 
propose and ultimately be awarded funding in order to implement a program around reducing 
negative birth outcomes for Black women. Many of my interactions, both personal and 
professional, with the doctor as well as the researcher burbled with an arrogant overflow of white 
male patriarchy that almost always successfully silenced and drowned out everyone else. Yet, here 
these two men were allegedly incensed by the large numbers of dying Black children. While my 
skepticism around the concern expressed in this incident is being made evident yet again in this 
depiction, my skepticism nor its validity is the vital piece of this analysis. Instead, this example 
encapsulates the ways in which 1) Black suffering and death becomes spectacular and a fascinating 
unit of inquiry and 2) how abhorrence and enjoyment, an enjoyment rooted in personal gain, 
become affixed around Black suffering.   
 In the introduction to his book In the Break: The Aesthetics of the Black Radical Tradition 
(2003), Fred Moten interestingly expounds on the connection between spectacle/performance, 
value (or for my purposes I will say profit), and the Black maternal and reproductive body in 
particular. He states that 
…enslavement – and the resistance to enslavement that is the performative essence 
of blackness (or, perhaps less controversially, the essence of Black performance) is 
a being maternal that is indistinguishable from a being material. But it is also to 
say something more. And here the issue of reproduction (the ‘natural’ production 
of natural children) emerges right on time as it has to do not only with the question 
of slavery, blackness, performance, and the ensemble of their ontologies but also 
with a contradiction at the heart of the question of value in its relation to personhood 
that could be said to come into closer focus against the backdrop of the ensemble 
of motherhood, blackness, and the bridge between slavery and freedom… (16).  
Drawing upon a Marxist framework, Moten pinpoints the Black maternal body as the prototypical 
embodiment of inherent contradictions of value that underscore what he calls “the essence of Black 
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performance.” Moten illuminates both the state of value and non-value that occupies the person of 
enslaved laborer when he references Leopoldina Fortunati who states that  
…the individual contains value and non-value…the commodity is contained within 
the individual. The presence of the commodity within the individual is an effect of 
reproduction – a trace of maternity… (17) 
Within this analysis is a recognition, as expressed with Marxian lexicon around value, of the ways 
in which, given the history of African chattel slavery, Black bodies house economic paradoxes 
around value and non-value. I would argue that this can also be said in regards to the ideological, 
social, and ultimately political understandings around Blackness and is evidenced specifically in 
constructions of Black gendered bodies as asexual/hypersexual, visible/invisible, 
servile/aggressive. More importantly, Moten’s analysis reestablishes the ways in which the Black 
reproductive body is used as a pecuniary means to not only produce but also reproduce capitol.   
Taking all of these things into consideration and returning to my main point, as Moten’s 
contention locates the Black “being maternal” as a critical juncture where Blackness, spectacle, 
and value collide, in the same way the emergent attention to Black maternal and infant mortality 
has also revealed the confluence of these same matters.  Moreover, my concrete accounts also 
reveal how various structures and institutions, in this case for research and programming efforts, 
even under the semblance of benevolence still reinscribe the problematic and historic traditions 
around Blackness and the Black reproductive body and maternity.  
Returning to Moten, his acknowledgment of Marx’s omission of the “commodity that 
speaks” as part of the institution of enslaved labor, also limits the examination of the commodity’s 
ability to act and resist. Here lies Moten’s focus for In the Break, where in examining those 
moments as in Aunt Hester’s screams, where the commodity not only speaks but yells, we find the 
root of the resistant nature and aesthetics of Black performance. Yet I would like to take this 
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concept in another direction and pose a question. What happens then when the being maternal, or 
the Black reproductive body, or the Black mother, who historically provided the foundation and 
maintenance of capitalist gain screams in protest? What then is at stake? 
Enemies of the State: Institutions and Self-Protection 
 
“And because loyalty to the nation as a citizen is perennially colonized within 
reproduction and heterosexuality, erotic autonomy brings with it the potential of 
undoing the nation entirely…” 
- Jacquie Alexander, Pedagogies of Crossing 
 
“Sexual freedom then becomes a metaphor for other kinds of freedom, for political 
freedom, for economic freedom…” 
- Angela Davis, The meaning of Freedom and Other Difficult 
Dialogues 
 
Communists. Marxists. Revolutionaries. Terrorists. All of these are terms that have been used 
in various instances to refer to the work and organizing attempts of MAMAS over the years. While 
much support has and continues to exist for MAMAS projects, there has also been a significant 
amount of opposition that oftentimes draws upon apprehensions rooted in a rhetoric around anti-
state activity. While much of these attacks are directly perpetuated by individuals, I argue that they 
fall directly in line with and reflect a larger societal and systematic attempt to crush, monitor, and 
control the existence of potentially transformative work that challenges the status quo. These 
individual transgressions mirror the continuous and institutional abuses that occurred with the 
organization’s work. In other words, the individual behaviors that opposed or attempted to 
undermine the work of MAMAS are based in the same foundational ideology that underpinned the 
institutional opposition and commentary around the MAMAS work.   
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What is most interesting about these attacks was the utilization of rhetoric that references a 
practice of anti-state or terrorist activity. This brings into the question at what point does particular 
work become a threat to the state. Also, what is threatening about women of color fighting for 
reproductive autonomy and why is this directly associated with terrorist activities? It was most 
interesting that the individual agents of these transgressions were powerful white male doctors. 
What is the significance of this? Should this be considered a coincidence? 
2010 marked one of our original attempts to collaborate with a local community clinic in an 
attempt to implement our free clinic for Latina and Black women in the Austin area. While we 
would quickly learn over the years about the difficulty of navigating the bureaucratic processes of 
complex medical systems, for an initial attempt things seemed to be moving along smoothly. The 
clinic itself seemed very interested in what we were offering and one of the MAMAS members 
had an existing relationship with the clinic due to her work teaching birth education classes years 
prior. It seemed like a potentially fruitful collaboration. Part of the approval processes included 
working with the head of prenatal care and obstetrics for the clinic. It is at this point that we began 
to meet challenges. The first red flag appeared when in conversation with a member of our group, 
this particular physician made it known that he believed that natural birth as an option for Black 
and Latina was not feasible. He stated that “those women are not able to birth like that.” This is of 
course in relation to other women who like his wife were white, not low-income and strong enough 
to handle multiple natural births. This was the first sign of a problem.  
Amidst our negotiations with the clinic, this same doctor also decided to do some background 
on our organization. Upon doing his own personal research, he discovered our affiliation with 
Incite, a national women of color organization who had also held a strong public stance on the 
Palestinian-Israeli conflict. After discovering this, he angrily commenced referring to the MAMAS 
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as a terrorist group and that the clinic should not be working with the likes of us. Needless to say 
that was the end of our negotiation process.  
In a poetic twist of déjà vu, this incident repeated itself a few years later in our attempt to 
implement our free clinic at another pre-established community clinic located in east Austin. In 
this second instance, we found that our primary contact was in a fact a colleague of the doctor from 
the former incident. Yet, at the beginning of our relationship with this new physician the 
interactions seemed very cordial. This was in part due to the fact that collaborating with the 
MAMAS would support and be useful for the growth of a new program developing in Austin that 
provided medical treatment and catered to the particular needs of populations such as sex workers, 
homeless, and other individuals in the community without access to health care. Housing a prenatal 
care project utilizing a new and innovative model and centered on the needs of Black and Brown 
women would fit nicely into the program goals. 
In the beginning, Dr. Free was referred to us by an ally given his purportedly progressive clinic, 
the population in which that clinic served, and its ideal location on the east side of town. He was 
very interested in collaborating with MAMAS and the collaboration at the time seemed ideal. As 
the negotiations progressed, we realized that Dr. Free’s conceptualization of the collaboration was 
not in line with ours for various reasons. The primary issues surrounded around maintaining the 
integrity of the MAMAS model as it was written and choosing not to implement it in pieces as 
opposed to it operating in its complete form. Upon our non-cooperation, and the collective decision 
to not share the written model with him and his staff, he proceeded to not only attack individual 
members of our group personally but also proceeded to red bait18 us in the larger medical 
community. We later found out that he was printing flyers and copies of our online zine entitled 
                                                 
18 Red baiting can be described as the process of accusing an individual or group of being or holding Communist, 
Marxist, anarchist, or radical left-wing political ideas. 
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Revolutionary Motherhood that recounted women’s birth stories and saying that we were Marxist, 
communists, and radical women. This was an obvious attempt to dirty our name, strike fear, and 
discredit our organization and our work. This occurred even despite his continued attempts to work 
with us and request access to the model. While this may seem on a basic level white male 
patriarchal entitlement at its finest, I argue that this, plus the fact that we were a group of women 
of color, specifically organizing around reproduction, and black women’s maternal health is 
something of large significance and should be examined further. Again, what is so threatening 
about black bodies, reproduction, and resistance? Why does this combination automatically 
connote our construction as enemies of the state?  
Ward Churchill’s piece entitled “To Disrupt, Discredit and Destroy, chronicled the work of the 
COINTELPRO to bring down the work of the Black Panther Party. COINTELPRO initially started 
to focus on the growth of the communist party and become an institution bent on stomping out any 
degree of insurgency. Nevertheless, there was a particular interest in the emergence of Black 
messiah and in destroying the revolutionary activities by Black Nationalist parties. This included 
an interest in Marcus Garvey, The Black Panther Party, the NAACP, and even the Urban League. 
I draw on this history for a number of reasons. First and foremost, the threat of surveillance against 
radical work is very real and is a reality that should not be discounted. In 2013, two organizations 
loosely affiliated with MAMAS as part of a National Organizing Network were targeted by the 
federal government and ultimately had to close their doors. If we look at the history of Black 
Radical Movements including the Black Panther Party, health is always an issue on the political 
platform. Moreover, in the two instances of the groups within this larger national network who 
were targeted by the federal government, central to their program was protecting the health and 
well-being of sex workers. While COINTELPRO and the instances with the two groups affiliated 
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with MAMAS were particular instances of government violence to bring down a direct threat, 
similarly the hegemonic properties of institutions function to implement tactics of state protection 
in a more normalized and seemingly less violent manner.  
 As Jacqui Alexander’s quote asserts, asserting amounts of sexual and reproductive 
autonomy has the potential to completely undo the processes of the state. This particularly is due 
to the role of reproduction and the body in the usage of bio-political control by the state (Foucault 
1988; Alexander 2005). In particular, Alexander describes the state as  
a set of contradictory and uneven locations, institutions, personnel, managerial 
practices, and imperatives; and as a gendered, classed, racialized, and sexualized 
ensemble… 
that is related to but separate from governmentality and is deeply committed to the deployment 
and maintenance of heteronormative sexual practices. Given this, direct challenge to 
heteronormative practices is also a direct challenge to state power. Jasbir Puar in his book entitled 
Terrorist Assemblages: Homonationalism in Queer Times (2007) also addresses to relationship 
between the policing of sexuality and the process of nation building. In particular he acknowledges 
…the proliferation of occupation and suppression of queerness in relation to 
patriotism, war, torture, security, death, terrorism, detention, and deportation, 
themes usually imagined as devoid to sexual politics in general and queer politics 
in particulary…(xii).  
Puar’s assertion, though specifically attending to queerness, illuminates the inextricable link 
between issues of nation, patriotism, terrorism, state protection and sexual politics.  
The larger significance of this situation of the MAMAS work is the particular presence of 
Black female bodies and the exercise of reproductive autonomy and control. What is the condition 
of Blackness, reproduction, and power that poses such a momentous terrorist threat? Drawing not 
only the idea of sexual autonomy as a threat to the state but also the earlier dialogues around 
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motherhood, blackness, and value, one could argue that in challenging heterosexual norms the 
“state” is in fact not the only thing at stake. If in fact, the Black reproductive body forms the basis 
of the ideological, social, economic, and political structures of society, then challenging these 
norms in fact is a threat to much more than the boundaries of a nation-state. It has the potential to 
implode upon itself the system of capitol that has permeated the structure of even a global system. 
Given this, it is no coincidence that the totality of the circumstance around MAMAS work 
represents something that would easily and automatically be considered a threat and associated 
with conceptions of anti-state and ultimately terrorist practices.  
What is additionally important to consider in this case is the fact that it was not a governmental 
agency doing the policing work. Instead, it was an agent of an institution operating underneath and 
within the power vacuum of white supremacy, heteropatriarchy, racism, classism, and sexism that 
allowed for this accusation to be legitimized. In this sense, institutions and individuals do the front 
line work of destroying counter-hegemonic forces. They induce fear of things that challenge social 
norms and are particularly salient when these social transgressions are around race, gender, and 
body. Many participate both knowingly and unknowingly in the maintenance of hegemonic power. 
This stands as evidence of the by-in and unconscious investment in the protection of a white 
supremacist system of power. Given these things, it seems that transformative work and its workers 
are always surrounded by the enemy.  
While I am no guru of popular culture, this situation reminds me of the character of Neo and 
his fellow rebels in the movie The Matrix (1999). They are constantly and strategically moving in 
and out of the matrix system and walking inconspicuously through it waiting to be identified by 
the agents who could be in the form of any person at any time. If this depiction adequately 
describes the predicament of anti-oppression, anti-racist, counter-hegemonic movement building 
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individuals, it begs to question if it is even worth the risk navigating through the risky and 
dangerous spaces of institutions? Although one can argue that the state of Black life itself creates 
this relentless dicey dynamic, why choose to further participate in processes that are inherently 
malevolent to our aims and our lives and also inherently set up to destroy us? What you find here 
is the internal contradiction and brilliance of hegemonic power. It reflects a need and 
interdependence in order to survive and sustain in a system that is built on our destruction.  
THE MASTER AND HIS TOOLS 
 
The examples provided throughout this chapter provide concrete examples how working 
with institutions, particularly around Blackness and Black women’s reproduction, can be 
inherently counterproductive to aims for social change. The opening quote of the chapter by Audre 
Lorde, references the use of the “master’s tools,” and is a useful grounding point to begin the 
conversation around institutional processes and the inabilities to ignite social change. This quote, 
taken from a speech given by Lorde19 (2007) draws upon the relationship that exists between an 
enslaved person and his or her owner or “master.” Even more salient in this example is its recalling 
of the specific history of racialized chattel slavery. This metaphor recognizes not only the power 
dynamics present in the master-slave relationship but also the problematic racial hierarchy that 
imbues it. While an argument can be made about a literal continued existence of a master-slave 
relationship manifesting contemporarily in various forms, it is more useful in this case to view this 
quote as a symbolic representation of something much larger. In other words, the “master’s tools” 
refers more so to a mechanism and means of oppression and control. Given this, Lorde’s primary 
                                                 
19 Lorde’s original speech was given at a conference at New York University on issues of difference among women. 




rationale here asserts the fruitlessness of attempting to use the devices of an oppressive system in 
order to overturn that same oppression. According to Lorde, this tactic may win isolated battles 
but will never actually win the war. Nevertheless, this assumption begs for further examination 
into what actually is this despotic mechanism? 
White Supremacy and Anti-Blackness 
In the chapter entitled “White Supremacy as Substructure: Toward a Genealogy of a Racial 
Animus, from ‘Reconstruction’ to ‘Pacification,’” (2011) Dylan Rodriguez identifies white 
supremacy as “a central analytic for the political intellectual work of radical critique and social 
transformation” (47). While Rodriguez resists the urge to define and therefore pigeonhole the 
definition of white supremacy, I find it useful to try and describe white supremacy at its most basic 
level. According to the Encyclopedia of Social Problems, white supremacy can be divided into 
two primary categories: one that draws upon its endemic nature as a part of western society and 
another that references white supremacy as extremist and supremacist activism. This would 
include organizations such as the Klu Klux Klan (Encyclopedia of Social Problems, 1028). For the 
purposes of this work, I want to be clear that am focusing on the first of these two descriptions 
although I do believe that the second is an inter- and intra-personal manifestation of the first. In 
addition, the entry on the encyclopedia states that the first depiction of white supremacy adheres 
to an understanding of society in which when you  
…speak of society it is to speak of white supremacy as well as ‘racism’, ‘white 
privilege’, and ‘Eurocentric domination’ on a global scale. All are parts of the 
whole sometimes called racialized social structures… (1028) 
 
Interestingly, Rodriguez also acknowledges the relationship between white supremacy and what 
he calls other “social determinations” such as capitalism, racism, and patriarchy but asserts the 
necessity to center white supremacy as a distinguished theoretical and analytical focal point (47). 
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In the same sense, I find it useful to also identify a white supremacist animus as the primary “tool” 
or “centripetal force” (50) around which distinctive manifestations of oppression consistently 
materialize in various historical moments. Building upon this understanding and returning to 
Lorde’s notion of the master’s tool, I would establish a white supremacist animus as the “tool kit” 
or “tool box” that holds the tools. Within this kit then, would exist the day to day machinations of 
capitalism, heteropatriarchy, racism, sexism, and empire (to name just a few) that enact the 
malevolent desires of the white supremacist animus.  
 Much work has already been done that provides an archaeology of white supremacy 
originating in the need of European societies to divide, dominate, conquer and therefore separate 
and racialize their opponents (Robinson 2000; Omi and Winant 1994; Almaguer 2008). Examining 
this historiography further supports the ways in which “social determinants” such as racism, 
sexism, and capitalism, for example, flow from and help bolster a white supremacist structure. 
While I do not believe that such conceptions can fully account for the manifestation of oppression 
on their own, hence my centering of white supremacy as the central and most useful analytical 
category, I do believe that examinations of race, hegemony, discourse, and economic structures 
are useful for being able to articulate the maintenance of white supremacy over time and its 
permeation in the day to day processes.  
 In her short piece entitled “Heteropatriarchy and the Three Pillars of White Supremacy”, 
Andrea Smith identifies slavery/capitalism, Genocide/Colonialism, and Orientalism/War 
specifically as white supremacy’s primary pillars. In regards to slavery, she states that “in this 
logic of white supremacy, Blackness becomes equated with slaveability” (67). While white 
supremacy operates to oppress a number of people, as expressed by Smith, the logic of white 
supremacy is such that it has a particular relationship with Blackness that serves as the basis for 
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much of its organization. Inherent in this relationship is the existence of anti-Blackness or anti-
Black sentiment. Although, anti-Blackness is a piece of the larger white supremacist construct, it 
is a very important piece and deserves particular attention and examination.  
 On the one hand, anti-Blackness serves as a mechanism for which the peculiar institution 
of slavery was able to implant and affix itself and therefore concretize the perpetual state of 
Blackness as “slaveability.” Nevertheless, Wilderson asserts that in actuality, racism as system of 
hierarchy and power, is actually based in the practice of anti-blackness as opposed to white 
supremacy. In this way, racism is more so about a necessitous condition of Blackness in contrast 
to the condition of whiteness. In other words, in considering slavery, one did not have to be white 
to own slaves20. Yet, it is the condition of racial Blackness that ensures enslaveabilty (Wilderson 
2010).This reality then, materializes not only in a racial hierarchy where power is measured in 
relation to Blackness but this sentiment rooted in this racially tiered and pervasive structure then 
permeates all of societies formations. Moreover, the enduring nature of this sentiment is evidenced 
in for instance the transition from slavery into the prison industrial complex (PIC) (James 2007; 
James 2002; Davis 2003; Gleissner 2010; Wacquant 2002). In this example, this transition 
illuminates the long-lasting impacts of anti-Blackness in which its materializations may evolve but 
its existence in the ideology and social fabric maintains. This pervasive sentiment and its respective 
manifestations are of course both gendered and sexualized processes.21 
                                                 
20 Although I draw upon the specific argument presented by Wilderson, other authors such as Frantz Fanon, Jared 
Sexton, Joy James, and Joao Vargas of among others have also dealt with issues on anti-Blackness in their 
respective works.  
21 Many Black Feminist Theorists such as Kymberlee Crenshaw, Patricia Hill Collins, The Combahee River 
Collective Statement among others were ground breaking in proposing the concept of intersectionality and the braid 
of oppression. Anti-Black sentiment does not escape the intersectional impacts of gender, class, sexuality and other 
identity markers as well. 
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 Given the above discussion, I argue that in examining the “master’s tools” locating white 
supremacy as a central point of analysis is pertinent, yet must be considered with the understanding 
that anti-Black sentiment also underscores its ordering and structure. In other words, if racism in 
central to white supremacy, and if, as presented by Wilderson, among others, racism is actually 
about anti-blackness and particularities of enslaveability, then it follows that one also cannot 
separate the conversation of white supremacy and anti-Blackness. Instead, when considering the 
conceptualizations and impacts of white supremacy, one must begin with an understanding that it 
is in actuality anti-Blackness that serves as a cornerstone of its foundation as opposed to whiteness 
in relation to all other non-white bodies. This is key. In addition, examining the ways in which 
institutions participate and contribute to a white supremacist animus is another important point. 
Beginning with a theorization of hegemony is a good place to begin this analysis but requires 
special consideration around the relevance and inclusion of Blackness. 
Considering the Meaning of Hegemony  
Gramsci’s framework of hegemony serves as a critical point for understanding the role of 
institutions and their place in upholding and ultimately protecting the status quo.  Gramsci’s work 
on hegemony addresses the issue of coercion and consent in which the state acts as a coercive and 
violent force and yet hegemonic forces act to convince members of society to “buy into social 
norms and values of an inherently exploitative system” (Stoddart 2007, 201). Central to this, is the 
idea that the institutions of civil society such as churches, schools, and even media serve as a means 
of (re)producing and maintaining hegemonic power. The examples from the MAMAS experiences 
helps to provide day to day examples of how this type of power play out in the work of institutions. 
As these examples show, these situations are not free from race, gender, sexuality and other 
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markers that add to their complexity. These are points that Gramsci fails to include. As Stuart Hall 
asserts22 
“Gramsci did not did not write about race, ethnicity or racism in their contemporary 
meanings or manifestations. Nor did he analyze in depth the colonial experience or 
imperialism, out of which so many of the characteristic ‘racist’ experiences and 
relationships in the modern world have developed” (8).  
 
Nevertheless, Hall believes that Gramsci’s general framework about how to analyze complex 
social systems is useful to the examination of racial and ethnic relations as well. In particular he 
argues that Gramsci’s promotion of historical specificity, what he coins Gramsci’s “non-reductive” 
approach to race and class as opposed to an overreliance on class struggle and elision of race, and 
his acknowledgement of the “relational” processes of social transformation are particularly useful. 
In addition, Hall acknowledges another point, which further elucidates the Gramscian-esque nature 
of my own analysis here, that examinations of the role of institutions in upholding the established 
social formation is a critical piece of the analysis. As he states of Gramsci’s work  
“schooling, cultural organization, family and sexual life, the patterns and modes of 
civil association, churches and religions, communal or organizational forms, 
ethnically specific institutions, and many other such sites play an absolutely vital 
role in giving sustaining and reproducing different societies in a racially structured 
form” (26). 
While I also acknowledge the utility of Gramsci as an analytical and conceptual frame, it is only 
with an understanding of how white supremacy, racism, sexism, hetero-patriarchy, and anti-
                                                 
22 Mark Stoddart in his piece “Ideology, Hegemony, Discourse: A Critical Review of Theories of Knowledge and 
Power” (2007) provides an overview of social theory and issues of consent and power. This article also includes 
some of the critical critiques and interventions around race and gender by Stuart Hall, Dorothy Smith, bell hooks 




blackness underscores these structures that we can see how these social determinations permeate 
all of societal formations including the institutions and accordingly undermine the development 
and maintenance of a counter-hegemonic, anti-racist, and anti-oppression work.  
In addition to understanding the role of institutions, it is also necessary to examine the accuracy 
of Gramsci’s theorization for forecasting the nature of episodes of social transformation a bit 
further? Central to my argument is the idea that institutional engagement is inherently in direct 
conflict with counter-hegemonic acts but that relying and operating in collaboration with 
institutions around conditions of Blackness is particularly futile. Why could this be the case? 
Frank Wilderson’s piece “Gramsci’s Black Marx: Whither the Slave in Civil Society” (2003) 
provides a perspective on the Black experience in civil society that effectively causes Gramsci’s 
theoretical construction to implode on itself. He asserts that Gramsci relies on the concept of civil 
society, a social construction that is not inclusive of the Black experience at all, as a basis for his 
analysis. By referencing the history of slavery as well as its present day manifestation as “the black 
incarcerated body” (230), Wilderson maintains that Black waged labor is not a required component 
of the maintenance of civil society. Instead, he asserts that civil society is built upon the 
accumulation, use-value (to employ Marxist terminology), and ultimately death of Black bodies. 
Given this, Blackness and Black individuals do not operate within a hegemonic system of relations. 
Instead, they exist in system of terror (Wilderson 2003). 
 Building upon Wilderson’s assertions brings a number of questions to mind. If as Black 
people, we exist outside of civil society, what does that mean for the potential of social 
transformation? Taking Wilderson’s argument to heart would mean the many conceptualizations 
of social transformation as put forth by such theorists as Marx and Gramsci would not apply to the 
Black plight. In the end, society could transform completely and given the uninterrupted function 
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of civil society as its basis would still be built on the accumulation, use, and death of Black bodies. 
While Wilderson’s argument is both a political and ontological one, it is evident that ontology has 
very material consequences on the lives of Black people. Given this, how do we take these concepts 
into consideration and yet divest from practice of perpetual intellectual abstraction. In other words, 
how do we respond to this in our day to day lives? In our communities? In our organizing? Where 
does resistance fit into this? Is there hope for Black people to escape the conditions of death both 
social and physical and if so what could/would this look like? Can we imagine new formations, 
possibly outside the concept of civil society, in which Black people live and not die?  
CONCLUSION: INVOKING A RADICAL IMAGINATION 
 
“The surrealists not only taught me that any serious motion toward freedom must 
begin in the mind, but they have also given us some of the most imaginative, 
expansive, and playful dreams of a new world I have ever known…The surrealists 
are talking about total transformation of society, not just granting aggrieved 
populations greater political and economic power. They are speaking of new social 
relationships, new ways of living, and interacting, new attitudes toward work and 
leisure and community…” 
- Robin Kelley, Freedom Dreams 
 The examples of the MAMAS work as it existed to work in collaboration with these various 
institutions provides support for my articulated skepticism around working with institutions. It 
proves that even with the good intentions of individuals working within these spaces that the 
pressures and powers of the institution are so strong that they over overpower most individual 
sentiment. Consequently, it would take very intentional acts of self-awareness and rebellion by 
individuals inside these institutions to challenge and therefore not subscribe to the processes that 
result in exploitation and problematic power dynamics. Yet, I wonder is this struggle even worth 
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it. If our negative interactions with institutions actually represent the larger structure of our society 
that is built upon maintaining racist, classist, and sexist white supremacist formations, is it then 
more fruitful to imagine and create ways that attempt to circumvent the institutions in the work 
that we do. 
 One important issue to address in this process is differentiating between project based 
organizing and movement building or base building. This question presents a unique and 
suffocating conundrum. Especially when attempting to address the needs and issues presenting in 
our respective communities. As in the case for MAMAS, we understood our project to be a means 
of politicizing and building relationships with women via our clinic work. We also understood the 
urgency of Black Death, disparity, and genocide. This urgency began our process into a particular 
project that, although its basis was an attempt to base build, was also about providing a much 
needed service and required in many ways our interaction and engagement with already established 
medical institutions. A source of frustration for many of us was the fact that our vision and mission 
of our work, and our vision of the way our “project” would look was ideally conceptualized in a 
way that did not necessarily have to include collaboration with bureaucratic institutions. 
Nevertheless the constraints of group capacity, funding, and as mentioned previously community 
by-in persuaded us to consider ways to at least begin the project with institutional support. It is at 
this breaking point that things went awry. The energy that is took to manage and support ourselves 
through the work with institutions began to become the main focus of the work. 23Here is where 
my critique and suggestion lies. It is here that I desire and assert the need to draw upon the history 
and find useful the energy of the Black radical imagination.  
                                                 
23 The insightful book The Revolution Will Not be Funded: Beyond the Non-Profit Industrial Complex (2009), 
outlines in detail many of the struggles and contentions articulated here and serves as a useful guide for thinking 
through structural alternatives and solutions to organizing and social change. 
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 Robin Kelly among others (Vargas 2010; Robinson 2000; Moten 2003) talks about Black 
radical tradition and a radical imagination as an attempt to take the risk of imagining utopian 
alternatives about how we want the world to be and having the courage to try these things. It is a 
process. In the one sense, MAMAS worked to create this utopian alternative within its organizing 
structure and yet struggled with creating this alternative in a real way outside of the group. How 
then do we work to accomplish this? Moreover, how do we choose between project based 
organizing around the urgent needs of our communities and on-going base building and movement 
building? Do we have to choose or should we attempt to do both? Doing both or choosing project 
based organizing though may at times force us to continuously work within systems that 
undermine our vision, suck our energy, attempt to destroy us and ultimately take away from our 
movement building. This is of course unless we can imagine ways to do project based work that 
also utilizes a radical imagination. While I acknowledge the pervasive existence of black death, I 
lean more to the side of movement building and away from project based organizing. It is only our 
consciousness raising that saves us. I question what difference providing a service or even creating 
alternatives if no one is ready to unplug from the system and disinvest? The consciousness must 
be raised first. I also acknowledge that our communities and many of us are stuck within the system 
and that our work must include infiltrating the system and reaching our people. Therefore, I am 
not providing a prescriptive solution but instead of service provision we should be getting into the 
system only to pull people out and build community there. Moreover, as the system changes and 
becomes stronger and more aware of our efforts we must also be able to change and continue to 
be creative in our tactics. Chela Sandoval makes reference to the fact that  
…the differential mode of social movement and consciousness depends on the 
practitioner’s ability to read the current situation of power and self-consciously 
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choosing and adopting the ideological stance best suited to push against its 
configuration, a survival skill well known to oppressed people… (60).  
This again speaks to the creativity and quick wittedness that is crucial to the survival our 
movements and ultimately our lives.  
 In continuing this dialogue, I would like to acknowledge that in my analysis and examples 
of institutions, I fail to address the less bureaucratic, at times more small scale but equally if not 
more influential institutions such as families, churches, or other organizations etc. Interestingly, 
my call for attempts to circumvent all institutions in transformation work seems like a point of 
contention when considering institutions such as family and even churches who have historically 
served as pillars of strength particularly in the Black community. Nevertheless, these same 
institutions have the potential and often times still re-inscribe and transmit problematic social 
norms (Marable 1999). Just as with the institutions provided in the examples with the MAMAS, it 
is overwhelmingly the structure and ideology that underscores these institutions that causes the 
problem.  
 In another act of remembering, I reference again Alondra Nelson’s work on the health 
platform of the Black Panther Party. I find Nelson’s dialogue here particularly relevant in that her 
depictions of the BPP work she locates under the umbrella of what she calls “institution building” 
(2013). If we examine the example she puts forth we will see that inherent in the formation of the 
BPP clinics was critical collaborations with medical professionals who were also supportive of 
this community-based work. Nevertheless, these professionals consisted of Black nurses and 
doctors and required that all staff receive on-going and rigorous political education. While the 
BPP’s work did not incorporate an integrationist approach as did the other movements for Black 
health activism that she cites in her work, central to the BPP health program was what she calls 
“institution building” and recreating and reshaping the politics around legitimate knowledge. I 
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draw on this again to acknowledge the contention around my assertion that working within 
institutional structures around issues of Blackness is a futile project. Nelson’s work provides an 
example of how institutions can in fact work successfully. Nevertheless, as I mentioned previously, 
while institutions alone may not be the primary culprit and foot of oppression, they are a critical 
component for maintaining the evil work of white supremacy and its weapons of destruction. As 
exemplified in the BPP though, creating new structures, or “institutions” if that is your chosen 
vocabulary, rooted in community and a particular counter-hegemonic, anti-racist, anti-classist, and 
anti-oppressive ideology could serve as alternative. Yet, before this can occur there must be a 
critical consciousness raised and groundwork laid in the base and in the relationships in order for 
the new structures to sustain and not succumb to the pressures of the more dominant social 
structures encircling them. 
Given this, how we can challenge these traditional understandings and ultimately the 
institutional structures in our base building, in our personal lives, and in the ways in which we 
relate to one another in the world? Can relating to one another in new radical ways based on 
pleasure, desire, and love ultimately create new transformative constructions of existing 
institutions or even contribute to their demise? Outside of MAMAS work with institutions, their 
mission, vision, political commitments, and structure provided a basis to begin to answer this exact 
question. 
 The next chapter looks at the organizational structure and the relationships between the 
members’ of MAMAS. I argue that the work and ways in which MAMAS members relate to one 
another was some of the most transformative work. In the end, this supports the notion from this 
chapter that movement building is the ultimate means of change and the relationships that we build 
with one other serve as a key means for transforming society.  
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“When I think about moments that felt really profound I think about one retreat… and you know 
we had this whole agenda set out which we always have and we were going to do all of these things 
and it was like meant to be potluck style. We were all bringing food and we did it at Alma de Mujer. 








Mothering is an act of social justice 
Creating a community of solidarity and support 
That models the way we want the world to be. 
Using that collective strength to challenge 
Injustice 
And build alternatives for ourselves and our communities. 
How are the children? 
How are the weakest in our society treated? 
Parenting socially just people. 






If we can embrace 
Ourselves 
Our children 
And our community 
Give and find comfort and safety 
Without hiding truths. 
 
MAMAS 
Our Core Values 
January 25, 2009 
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kinds of parts of that agenda that we were supposed to do u know… but not doing it in order and 
not necessarily taking notes. We were just kind of being with each other…so we were all doing it 
together and we were just like dreaming what ended up being put into language into the handbook 
that we have. And we had been gathering and meeting like that for like a year and half before we 
got to that point before we could even state that this is what we are trying to do. So I define that 
as work. And some of it had a lot to do with feeling like we had a lot of support outside of that 
space….. The children were having an awesome time they were like playing and had all kinds of 
space and we had our own space and it was cozy and it was warm and we had food. There were 
all of these things that were in place at that point that we were able to come up with this amazing 
manifesto that we hadn’t been able to come up with when we were like… meeting in the hour and 
a half block at the community center that was kicking us out straight at 7:30 you know what I 
mean. It was different. It felt different. That’s what I mean by profound. Those are moments when 
I feel like I can look and say look how amazing this can be when we have what we need to create 
it. Look how open our minds can get. It was also not an easy thing to do. It was like we had to 
work hard just to get there. Every time we schedule anything it’s a heavy lift. We had to put a lot 
of things in place. But we did it and came out with this thing that felt amazing… 
- Lisa, MAMAS collective member 
*** 
This chapter examines the organizational structure and methods of the MAMAS 
organization in order to unpack both the challenges and potentialities within grassroots organizing 
efforts. It looks not only into the practices of the group but also delves into the personal 
relationships between the members. Within attempts to imagine and therefore create their ideal of 
a just and loving world within the dynamics of the group, this chapter discusses the challenges of 
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organizing across race, class, sexuality, nationality, and color. It evaluates the intentionality of 
opening space for mothers and children in organizing and activism, and the creation of intimate 
relationships, rooted in love, that ultimately aid in the livelihood, support, and survival of various 
member. While work has been produced that theorizes about transformative organizing and what 
day to day praxis might look like, this chapter provides a concrete example of what attempts at 
transformative and radical organizing and life looks like on the ground and in practice. I argue that 
1) the type of love that develops when attempting to survive is radical24 and resistant work, 2) love 
and the choice to love, who you love, and how you love is something innately political, and 3) 
radical relationship building and the work that it takes to constantly maintain these relationship 
and maintain accountability is the most difficult and yet most important and transformative aspect 
of grassroots work. 
MAMAS HERSTORY AND ORGANIZATIONAL STRUCTURE 
It was fall 2009. My first semester of graduate school at the University of Texas at Austin. 
I had recently moved back from my small hometown Temple, Texas after giving birth to my first 
child a few months earlier. She was five months old when I began my graduate study. It was in 
one of the classes during that first semester that a fellow student who knew that I was a single 
mother and who was somewhat familiar with my politics given our classroom discussions 
approached me about an organization called MAMAS. He knew one of the members, Laura, and 
talked excitedly about what an amazing community organizer she was. In the end, he gave me her 
email address and encouraged me to contact her and check out their work. Why not? I thought. It 
                                                 
24 Joy James in her book Shadowboxing: Representations of Black Feminist Politics makes a distinction between 
radical and revolutionary by stating that viewing oppression rooted from “capitalism, neocolonialism, and the 
corporate state” is radical while those who build on political theory to abolish corporate state dominance are 
revolutionary (79). I acknowledge, based on this definition, that one can be radical and not necessarily revolutionary. 
For the purposes of this work I overwhelmingly use radical to describe attempts at challenging the status quo. 




would be interesting to meet the group and see what they were all about. Plus, being a newly 
developed, relatively-young, single mother, I was definitely interested in meeting and possibly 
developing relationships with other mothers of color. Accordingly, I emailed Laura about the 
organization. She promptly responded by inviting me to a potluck that they were having at the 
Carver Library the next weekend. I mentioned the potluck to another graduate student friend of 
mine, Sasha, who like me, had recently given birth to her first child a few months prior and who 
was also starting the same graduate program with me that semester. In the end, we decided that we 
would go together to attend the potluck.  
That Saturday I arrived at the Carver Library for the MAMAS potluck. The Carver was 
located on the east side of town and connected to the Carver Museum of African American history. 
Lugging my 6 month old in her car seat, with my purse and her diaper bag, I walked from the 
parking lot on the south side of the building and proceeded to walk up the ramp towards the two 
large glass sliding doors. After perusing the brightly colored library and observing the walls 
strikingly coated with paintings of Black historical figures, I finally came to a room where a group 
of about 6 women and a group of children were scattered around, sitting in chairs, and on the 
cherry carpeted floor. Many of the chairs and tables had been shoved off to the side or to the outer 
walls to provide a more open space in the center of the meeting room. Two long brown tables sat 
along the side of the wall next to the room’s entrance and covered with a variety and food and 
snacks. Both the children and the women sat talking with each other, eating snacks, and enjoying 
each other’s company. The room teemed with an air of comfort, ease, and familiarity.  
Besides the built-in mingling and social time, the meeting that day began with a very 
specific get-to-know-you activity that would also ultimately serve as an introduction to the current 
work and burgeoning project of the organization. Standing in a line alongside each other behind a 
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long piece of blue tape that had been applied to the floor, we were asked to step forward or not 
based on our responses to a number of questions regarding our experiences of pregnancy, prenatal 
care, and birth. Did you have a birth while on Medicaid or uninsured? Step forward. Do you 
consider yourself to be a “young” mom? Step forward. Did you ever feel that you were treated 
disrespectfully by medical staff during your prenatal care? Step forward. Very quickly we were 
able to not only gain pertinent information about each one of our individual experiences of 
pregnancy and birth but we were also able to visualize which of those experiences were actually 
shared collectively among us.  
What I would come to understand by the end of the potluck that day was that MAMAS 
was an organization established in 2008 in order to organize poor and working class mothers of 
color around various issues such as health, childcare, housing, or any other issues that were faced 
by them on a daily basis. It began when two members, Lois and Kelis, broke away from another 
organization called Latina Moms with the aims or creating a group that was more inclusive of 
other women of color and in particular Black women’s experiences. One of the initial projects 
started by Lois and Kelis was a radio show on a local progressive station in Austin. This show 
started with the intent of focusing on the experiences and needs of mothers of color locally but 
both Lois and Kelis quickly realized that the audience that they were trying to reach was the not 
the audience who was actually listening. This was an additional impetus for starting the MAMAS 
group. Co-founders Lois and Kelis were interested in finding creative ways to reach mothers and 
color in the area in order to discuss and address many of the pressing issues that existed for them 
in their daily lives.  
That day at the Carver Library, I learned that some of the more recent work of the 
organization had included launching in collaboration with a sister organization, as well as with the 
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support of the national organization Incite, a community survey in which they collected the 
responses of poor and working class women of color about their perspectives on important issues 
in their lives. The members of MAMAS spent time in WIC clinics and public assistance and social 
services offices surveying a number of women in Austin, TX. From these surveys, as well as from 
the experiences of the members of the group, MAMAS identified reproductive health and justice 
as their current project and began to build and conceptualize this new focus of their work. Having 
chosen reproduction and birth as their primary focus, MAMAS decided to launch a three pronged 
birth justice campaign centered on 1) raising the voices of those most impacted, 2) campaigning 
to get Medicaid to cover midwifery services in Texas, 3) and creating a birth support project by 
and for poor and working class women of color. This was the nature of the work when Sasha and 
I first connected at the potluck. Although various circumstances caused changes in the membership 
of the organization over time, at my initial introduction to the group that day there were 
approximately 8 women organizing in the collective. Sasha and I would be officially invited into 
the organizing collective a short time after. As the amount of time spent with the collective 
increased, the structure and functions of the group became more and more evident.  
Mission and Vision 
Central to the vision and the mission of the work was asserting and acknowledging the role 
and significance of mothers in organizing as well as the inclusion and acceptance of children in 
political spaces. This included not only having the adequate resources such as food, childcare, and 
accessible meeting times and locations to be conducive to the needs of mothers and children but 
also providing space for the children to participate in and be aware of the political activity.  In 
order to assist with this particular aspect of the work, La Semillia, a volunteer childcare collective, 
was established alongside the development of MAMAS as an organization. While the logistics of 
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insuring safe and adequate spaces for both MAMAS members and their children still required 
planning, the existence of a supportive group of individuals to care for the children helped to 
alleviate a significant barrier that many mothers experience. La Semillia provided a particular type 
of support that was critical for the MAMAS to work, meet, and organize regularly. Although La 
Semillia did provide entertainment and activities for the children during meetings, they did not 
exist just as babysitting entity separate from the work of the collective. Instead many of the 
volunteers had existing relationships with multiple members of the MAMAS and most of the 
volunteers who made up the original core of La Semillia possessed politics that mirrored the 
progressive mindset of the MAMAS collective generally as well the perspectives pertaining to 
how we engage, nurture, and relate to our children as growing, aware, and ultimately political and 
social beings. Central to the vision of the MAMAS was including and not excluding children from 
political spaces. Children were not instructed not to disrupt or to stay away from the meeting space. 
Although this could become cumbersome, and even though we were at times interrupted by 
impromptu dance performances or by the presentation of the “kids of color have rights” bill of 
rights, the structure of the organizing practice included acknowledging the necessity to tend to the 
needs of both child and mother and reconceptualized the vision of organizing and meeting spaces. 
Central to this practice was part of the attempt to create the type of just and loving world 
that the members of the collective envisioned within the collective work and within its 
organizational processes. It reflected an understanding that transforming society required an 
incorporation of the “the total involvement of every man, woman, and child each with a highly 
developed political consciousness” (Guy-Sheftal, 148). Yet, the inclusion of mothers and children 
in organizing and activism was only one aspect of a much larger attempt to create and transform 
the ways in which communities and individuals relate to one another in radical ways. Upon 
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becoming part of the core collective, I was provided a document in which the organization 
articulated in written form the vision, mission, and purpose of the collective work. The 
foundational premise behind the work was divided into two primary components: 1) The things 
we want to fight for and 2) the community we want to build. Below is an excerpt: 
The Things we want to fight for: We want all people to have good choices when 
it comes to things like: Food, Housing, Safety, Education, Parenting, Health/Health 
Care etc.  We will plan campaigns or projects around these basic yet under met 
needs. 
The Community We Want to Build: We want to build a world that is based on 
and/or values: Beauty, Fun, Kid Friendly, Values Intergenerational, Honesty, 
Mutuality, Respect, Culture/Difference, Safety, has various constructions of 
"family", Sharing, etc.  In our work we strive to model the world we’re trying to 
create because we believe the means (how you get there) are as important as the 
ends.   
Just as the collective’s stance on children reflected the underlying ideology of the mission and 
vision, other aspects of the organizational processes revealed a commitment to creating a new idea 
of the world reflected in the “process” and not just in the “outcomes.” 
Membership  
After four years of working as a collective member with the MAMAS and seeing the membership 
shift over time, I found that the process for establishing membership was a critical point of analysis 
for understanding the workings of the collective. The membership and distinctively the 
membership “process” had huge impacts on the nature of the work.  I found that my process for 
entering into the work of the collective was shared in the experiences of many of the other members 
in the group. Just as my introduction to the collective was instigated from a mutual friendship, 
most of the members came into contact with MAMAS given prior relationships and previously 
established social and political involvements. At its inception, the motivations and progression 
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into the collective were informed by a need that also reflected the mission of the group. For 
instance, although the co-founders, Lois and Kelis, began the work of MAMAS by doing a radio 
show about the needs of poor and working class women of color, they were also inspired by the 
need to provide and work towards greater access to basic necessities such as food, childcare, 
housing, health care, etc. Laura, also one of the first members of the core, maintained that her 
decision to move to Austin and work with the MAMAS, was based on a number of things.  This 
included her previous organizing work and attraction to the vision that Lois and Kelis presented 
but was also influenced by her life circumstances at the time. She described having an immediate 
connection and friendship with both Lois and Kelis but more importantly described their desire to 
support her and provide resources if she decided to transition to Austin. In the same vein, other 
members, including myself, articulated not only an attraction to the political and organizing aspect 
of the work but also a desire and need for support, assistance, and community in some way. This 
shared experience speaks to ways in which relationships and social networks formed the basis for 
the existence and growth of MAMAS as an organization. In the same way, the role of MAMAS as 
a means for providing a particular need and a mechanism of support for women also helped to 
create strong relationships that in many ways enabled the maintenance of the collective over time. 
Nevertheless, this manner of participation into the work posed dilemmas in the long run. 
 One of the primary difficulties surrounding membership centered on a lack of clarity about 
the official “intake” process and the structure of growing membership. Over the years, there were 
multiple attempts to streamline this process. The MAMAS handbook even included instructions 
on how addition to the core would happen. This included attending a certain number of meetings 
on a regular basis, attending MAMAS events, and allowing time to build relationships and get to 
know the members of the core. Down the line, an additional proposal was developed so that women 
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interested in the work but who did not necessarily have the desire or the capacity to organize as 
part of the core could participate as general body. These members would have fewer 
responsibilities but their opinions could still inform and direct the nature of the work. This was 
described and depicted by multiple concentric circles. With the core being in the center followed 
by general body members and then supporters and allies. 
 
 
Illustration 1: Mamas Organizational Structure 
 
In the end, both attempts at concretizing the intake process for the core as well as creating 
a more far-reaching conception of MAMAS members proved futile. This was in large part due to 
the time, effort, energy, and resources that it took to manage these processes in addition to 
whatever work or project that the collective was undertaking at the time. As a result, membership 
based on relationships continued to be the primary mechanism for which women were brought 
into the work. One the one hand, the commitment to work informed by the needs of poor and 
working class women sustained. Yet lack of capacity coupled with an organizational composition 






political spaces, began to create an environment that was not as inclusive as originally intended. 
This more fluid and casual approach to membership would prove almost detrimental as the work 
progressed. Specifically, this would be the case when considering the ways in which the 
relationships profoundly impacted the ability to do the political work and the ways in which lack 
of structure and communication around membership procedures also bled into ambiguity about 
other aspects of the work. 
CHALLENGES 
Collective Capacity and Base Building 
 
“First of all, the most vulnerable group to organize is poor women of color, 
mothers of color in particular because they don’t have time for that shit…pretty 
much. And when you are looking to try and organize that group of people it is near 
impossible because they are always working. There’s something… But I feel like 
they are the most important group to organize around, with and prioritize…” 
- Lois, MAMAS co-founder 
One saying that was constantly repeated in our struggle to effectively organize is the fact 
that poor and working class mothers of color are in actuality one of the hardest groups to organize. 
Their (our) life circumstances are often such that we don’t have the time to come to meetings, are 
exhausted, need to clean our houses and feed our children. Although conversations amongst 
members questioned the methods that engaged a broader base of poor and working class women, 
these same circumstances were the nature of the lives of many of the group’s members. This had 
a direct impact on the capacity and energy of the members and the ability for the collective to 
move projects forward. Capacity was always a prominent issue in the work of the organization. 
Interestingly, MAMAS was always able to circumvent this issue on numerous occasions. This 
included helping to the get Medicaid to cover Midwifery in Texas, organizing successful 
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grassroots fundraising projects such as all women of color hip hop showcases, and provided a 
training for thirty local women of color to become certified birth support specialists in Austin, 
Texas - none of which were small feats. MAMAS consistently managed to pull things together by 
drawing on the presence of unceasing commitment in lieu of the significant constraints (time, 
energy, resources, etc.) and using day to day interactions inherent in the friendships as additional 
planning and organizing time. Overall, I argue that varying levels of privilege and die hard 
dedication were the primary reasons that the group was able to work past issues of capacity. 
The ability of MAMAS to come together in dire straits in order to accomplish large 
amounts of work with very limited woman power is significant. Yet, the organizing structure was 
not necessarily conducive to the broader group of poor and working class women in the city. If as 
presented in the original mission and vision, the primary function of the organization was to be a 
group of poor and working class women on color working on behalf of themselves, then an 
alteration of the structural and organizing processes may be required in order include a broader 
base of women. This conundrum was acknowledged and expressed by members of the collective. 
If poor and working class women of color are the hardest to organize, then what other methods 
can be employed to engage them in organizational and political work? In the end it became evident 
that for reasons explained above, MAMAS functioned in such a way that it was not necessarily a 
fully inclusive space, even to those who experiences formed the basis of the work. Seela, a member 
of La Semillia who would later join the collective, even described the experience and structure of 
meetings as rigid, corporate, and non-profit-like. In the latter part of MAMAS history, there were 
instances in which women from the community attended or tried to participate, yet it was obvious 
that they were never fully comfortable and that the MAMAS space had become overwhelming 
privileged in many ways. 
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What is important to note here is not necessarily the growing amounts of racial and class 
privilege of the collective. Privilege and its impacts on the group dynamics is an issue that is soon 
to be addressed. Nevertheless, there are two main issues at hand. One is acknowledging the fact 
that organizing a group of poor and working class mothers of color will most likely run into issues 
of capacity. This is dependent upon the type and structure of the work. Even with the incorporation 
of members who possessed varying levels of privilege and access into the group, convening regular 
meetings, organizing actions, and developing projects proved significantly difficult. Given this, it 
was obvious that this structuring of the work in practice was not accessible to the majority of poor 
and working class women of color that the group was trying to work with and around. Taking this 
into consideration, how then do we envision a method of organizing that IS conducive to the lives 
or poor and working class mothers? This was a question that individual members of MAMAS 
repeatedly mulled over but has yet, neither individually nor collectively, to come up with a 
workable solution. 
The issue of capacity and engagement brings to light yet another important question. In 
thinking through organizing and capacity issues, should the priority be establishing a group of poor 
and working class women working on behalf of themselves, or a group of women of color working 
on behalf of other poor women of color? Does it matter and how does this impact the nature of the 
work? While the answer to these questions is critical for conceptualizing the future of organizing 
work around poor and working class women of color, it was evident that not only did MAMAS 
not have a united stance on this issue but more importantly that individual understandings of the 
purpose of the work around this exact topic were largely dissimilar.  
As MAMAS attempted to solve their issues of capacity, issues of privilege and who is 
working on behalf of whom rose to the forefront. In particular, a change in organizational make-
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up and membership subsequently impacted choices around projects and issue conceptualizations. 
Moreover, questions about maintaining accountability to communities and their needs also began 
to manifest.  While privilege did exist at the group’s conceptions, the degree to which its processes 
and structure were informed by that privilege and therefore impacted the work was very different. 
As time went by and the capacity became more and more limited due to changing life 
circumstances and the movement of individuals in and out of the collective, new members were 
brought in to help with the work. While these members brought with them the time and ability to 
do work, they also ushered in new types and levels of privilege that altered the dynamics of the 
collective. Differences of race, class, and color always existed in the group. In the beginning, this 
was rarely an issue that was unmanageable. Yet, as the membership shifted so did the ability to 
easily navigate race and class.  
Acknowledging the White Elephant: Organizing Across Race and Class 
“In theory, the idea is that we don’t have a hierarchy, there are no officers or you 
know… people who have decision making power and others that don’t…and we 
made that choice because it is part of what it means to model and build the 
alternative world that we actually want to live in in which power is decentralized 
and then there is the reality of the world in which we all are entering that space 
with different types of social power…the challenge is really navigating the reality… 
like… there is the world we want and the world we live in and we are somewhere 
here in between those two points…”  
– Lisa, MAMAS member 
“The way that race and class, in particular, plays out in our organization is super 
obvious. It would play out like this in any other organization. I don’t think we 
should be immune to it because we are MAMAS. There is still colorism. There is 
still class issues…we do make an intentional effort around how those dynamics 
around how race and class in particular play out in the organization but its 
problematic because the people in the organization who are most directly affected 
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still don’t have that power because the way that race and class plays out in the 
world is the same way that it plays out in the organization even when people in the 
organization know their privilege, and their whiteness, and their class 
privilege…even then…because they have different rules to live by and they live their 
lives in a different way than what people who are most directly affected do…it’s 
not that they are bad people…everyone has a lot of work to do around that stuff 
and you would think that we would have it together in an organization like this but 
it takes a lot of time and self-work…its hard…” 
- Lois, MAMAS co-founder 
MAMAS operated with a non-hierarchical and horizontal structure in which all members 
had decision making power. This was an attempt to decentralize power, challenge problematic 
vertical organization, and also to prevent the manifestation of a charismatic leader who becomes 
the primary face of the organization. In practice, this meant that all decision making was done with 
a vote and with consensus and that no one person alone could make crucial decisions for the 
collective. Nevertheless, decision making power was not the primary way in which power 
dynamics played out in the group. Power manifested in many other ways. For instance, it 
manifested 1) in the ways in which work was delegated or adversely who was able to do work and 
what types of work and 2) the ways in which the prioritization of those voices who are “most 
impacted” played out in the collective representation and work. While this articulated vision of 
organizing exists as a beautiful and progressive idea, implementation on a regular basis was not 
without its challenges and took on-going intentional energy. Ultimately, issues of power and voice 
were inextricably linked to the race, class, and color dynamics in the organization and became the 
most challenging aspect of the work that ultimately resulted in tensions that would lead to the 
inactivity of the collective.  
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When the organization was first established, issues of race, class, and color seemed to be 
less pronounced. It was not that difference was not present but it seemed that these differences 
were better managed. Not only was there more of an equal balance and dispersal of both racial, 
ethnic, and class differences but the organization’s stance about the purpose of its work was more 
defined. Although the organization was open to all women of color, the idea was that the work 
would center the needs of poor Black and Latina women in the area. In addition, upon my initial 
introduction to the group the class and economic state of the members of the group varied and 
existed and differing levels. Even with this, the group dynamics seemed to mesh and issues around 
these topics rarely presented themselves. Part of this may have been due to the fact that while in 
that present moment some of the members had transitioned into a higher and more financially 
stable economic state, the experience of being poor and working class or being on public assistance 
still seemed fairly recent.  They were issues that most of the members could identify with in some 
way or another.  
 This dynamic shifted though at a point in time in which new members were introduced into 
the collective. The organization was in a time of transition. One member was moving out of the 
collective and the needs of the reproductive justice clinic project were surpassing the capacity of 
the core. Given this, MAMAS decided to expand the core and invite a new group of women to 
join. Most of women who were extended the invitation were people who had expressed interest in 
being part of the work and had come in contact with MAMAS at various community events. 
MAMAS decided to open the collective to women who did not have children but who were 
committed to organizing around the needs of poor and working class mothers of color. This 
included three members of La Semillia, the childcare collective. Consequently, this addition to the 
core seemed to intensify strains of difference. On the one hand, the individuals who came from La 
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Semillia were younger, without children, and were students or identified for the most part as low-
income. On the other hand, most of the other new additions to the core were women of color, 
mothers (although not all by birth) and had relatively high levels of income. In fact, one even held 
a high level administrative position. While many of the members that joined the collective after its 
founding by Lois and Kelis possessed varying amounts of privilege, the initial whisperings of 
tension began to surface when the members with higher socio-economic statuses were introduced 
into the collective and the economics gaps deepened. While growing tensions arose as caused by 
the changing group and particularly class dynamics, much of the focus and heightened tensions 
actually arose around issues of race. One incident stood out as particularly damaging to the morale 
of the group.   
MAMAS at one point was asked to participate in collaboration with a local university in 
the planning of a conference. Two of our members, Lois and Lisa, had stepped up to serve as the 
point people and to be primary contacts with the academic institution. Given our commitment to 
collective process, our procedure is such that contact and correspondence in collective. 
Nevertheless, Lois began to feel left out of the planning process. Lisa who already had a personal 
connection to the university contact, was more engrossed in corporate and office type work, and 
given her physical appearance relative to whiteness was perceived and read in very different ways 
than Lois. In the end, Lisa was repeatedly singled out as the primary and contact and representative 
of MAMAS in the process. Lois not only felt that she was being intentionally left out but that her 
proposals were not taken seriously. Unfortunately, this was not a new experience for Lois. 
Nevertheless, it caused feelings of unease and tension around Lisa’s response and perceived 
responsibility in the incident.  
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The inherent exploitative and hierarchical nature of institutions and the respective problems 
that they caused in relation to the MAMAS work has already been examined (see previous chapter 
of the Master’s Tools). This incident shed light into the internal issues around privilege as they 
existed in the group dynamics. Part of the MAMAS processes included explicit intentionality 
around stepping up and stepping back when necessary. It also attempted to address issues of voice, 
who should have voice in certain instances, whose voice was ultimately supposed to be lifted up. 
Different individuals were strategically placed at different moments to be representatives of the 
organization. In practice, this included challenging traditional understandings of power, 
knowledge, and voice centered on various privilege markers by lifting the voices of those most 
vulnerable and in providing intentional space for Black leadership in the work. In this case, Lisa 
who possessed a significant amounts of class, race, and ultimately white privilege was perceived 
to have a certain amount of responsibility to step back in this instance to support and allow for 
Lois to have more voice. This perception of Lisa’s responsibility to Lois and the collective vision, 
was also mediated and negotiated alongside her privilege to access resources such as time and 
uninterrupted access to email, for example that oftentimes, Lois was not able to effectively execute. 
In other words, according to collective stance on voice and representation, Lisa should have 
operated as a support person that would have enabled and bolstered Lois’ leadership in the project. 
Nevertheless, Lisa’s capacity and access in comparison to Lois’ was such that supporting Lois’ 
leadership required a significantly greater amount of planning and energy. 
Though discussed outside of collective meetings, this instance among others was rarely 
addressed in a productive way within the collective conversations. Oftentimes, I found that the 
close relationships in actuality hindered people from having very real conversations about the 
racialized and classed implications of various interactions and addressing the brooding tension 
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present in the collective. In the end, a seething contradiction prevailed in which the history of close 
relationships stopped any real conversation around the interpersonal pain and hurt around power, 
race, and class that was happening. People overlooked things and instead attempted to maintain 
friendships. This impacted the political work. Even with attempts at protecting the personal 
relationships, they too were being impacted by the silence. Ignoring the white elephant in room 
weakened relationships overall and ended in the dismantling the group.  
 This one example speaks to a number of critical issues. First and foremost it highlights the 
constant negotiations that occurred when trying to manage power and maintain a non-hierarchical 
structure in the organization. This included the process of both stepping up and stepping back in 
which both the collective and individuals attempted to manage various levels of privilege in order 
to neutralize power in the space. This proved difficult not only because MAMAS did not exist in 
a vacuum disconnected from the social formation of the world but also because MAMAS work 
included engagement with external people and organizations. Given this, race and class not only 
played out within the collective in the same problematic ways that it would play out in the world, 
but MAMAS also had the arduous task of trying to offset power even when engaged with groups 
were not necessarily as committed to the MAMAS vision.  
  The second implication of race and class in the group was in the delegation of work. Class, 
education, and income privilege functioned in such a way that certain individuals in the groups 
had more time and energy to devote to the organizing work. Consequently, those members who 
were doing most of the work also ended up being perceived as having the most power and voice.  
In the same vein, this further complicated the notion of stepping up and stepping back. How do 
you promote leadership and diffuse power when there is work that needs to be done? How do you 
step back when you have more resources and time? This was a constant struggle, especially in 
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moments when stepping back meant that some part of the work would not get done. This problem 
returns the dialogue again to issues of organizing method and the nature of the work. What does it 
say about the nature of the organizing when only people with privilege are able carry the brunt of 
the work? This is especially important when thinking through and working around the needs of 
poor and working class women of color. 
The final and most controversial piece that arose out of this example is the issue of 
whiteness. This was a topic rarely discussed within the collective and yet came up many times in 
side conversations particularly surrounding Lisa. Lisa, whose father is white, identified as a 
woman of color and was very open and conscious about her class, color, and access to white 
privilege. She entered the organization prior to my arrival and from its inception was very honest 
about the fact that her upbringing was very much so middle class and also “culturally” very white. 
Even with this acknowledgement, multiple occasions arose in the group in which her identity and 
particularly her whiteness were under intense scrutiny. This happened both within and outside of 
the collective. Here is another example. 
It was one of MAMAS more extravagant events. We were all running around, setting up 
tables, doing sound checks for the musical showcase and preparing for the arrival of the first 
attendees already trickling in. Ashley and Llana were manning the front door while Lois and I 
helped vendors set up their areas. Lisa, who had done a significant amount of the planning around 
the event was also running around and delegating things that needed to be done to various 
members. Upon approaching the table of one of the vendors, I could see the expressions on their 
face as they watched Lisa. As I would come to find out later from Lois, these two individuals in 
particular commented specifically on Lisa’s whiteness. “Why are ya’ll letting this white girl run 
everything?” Even despite Lisa’s personal identification as a woman of color, she was interpolated 
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on a number of occasions based on perceptions about her whiteness – both physically and 
behaviorally.   
I draw on this examples not to pinpoint the actions of a particular member of the group. 
Instead, I wish to draw attention to the ways in which different bodies hold different meanings. 
Additionally, these scenarios provide concrete examples of the challenges that arise in “of color” 
spaces. On the one hand “people of color” and “women of color” at times glosses over and erases 
difference. On the other hand, the umbrella term “of color” also in ways obfuscates the presence 
of whiteness and in particular white privileges. This begs the question how do you deal with 
whiteness in an “of color” space? In the end, this issue had very material effects on the members 
as well as external perceptions and responses to the work. 
Various theorists have attempted to discuss the particularities, issues, and challenges that 
arise in multi-racial spaces, organizing and coalition building (Dzidzienyo, 2005; Marable, 1993; 
Pulido, 2006; Sexton, 2010; Kim, 2003). Jared Sexton in his piece entitled, “People-Of-Color-
Blindness: Notes on the Afterlife of Slavery” critiques the term “people of color” and addresses 
what he calls the “recurrent analogizing to black suffering” (Sexton, 2010). He coins the non-
recognition of a particular history of black history separate from their non-black allies as “people 
of color blindness.” He states that this is a 
“…form of colorblindness inherent to the concept of ‘people of 
color’ to the precise extent that it misunderstand the specificity of 
antiblackness and presumes or insists upon the monolithic character 
of victimization under white supremacy- thinking (the afterlife of) 
slavery as a form of exploitation or colonization or a species of racial 
oppression among others” (Sexton, 48).  
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What is relevant about this understanding of the concept people of color is the link between 
reproduction, reproductive justice work, and blackness via the scope of a women of color 
organization.  
Central to Sexton’s analysis about the concept of “people of color” is this notion of anti-
blackness and its materialization within non-white spaces. Given the public intent of MAMAS to 
focus on black women’s experiences in the work, it brings into questions for me, not necessarily 
the role of anti-blackness that Sexton puts forth but contrastingly the effects of perceived 
whiteness, or distance from blackness, within multi-racial spaces that, in the case of MAMAS’s 
work, may have an impact on black recruitment. In other words, what are the already existing or 
perceived racial hierarchies that exist within non-white communities that based on spectrums of 
blackness and whiteness can potentially be re-inscribed in multi-racial coalitions? How can these 
understandings of racial hierarchy amongst non-white people influence the work? 
 Although much of the focus around the issue of whiteness seemed to center around one 
person, I argue that perceptions about whiteness and blackness had a particular impact on the work 
of the MAMAS. Although much of the reproductive justice work focused on the reproductive and 
birth experiences of Black women, complications around Blackness manifested in the function and 
structure of the group in various ways. I argue that issues of blackness were important and 
impacted 1) participation in projects and work by members 2) recruitment based on perceptions of 
the group, and 3) the negotiations of anti-black sentiment.  
Blackness and Anti-Blackness 
Over the years, it has been very clear that MAMAS’s focus on disparities was at the center 
of reproductive justice work. Part of the foundational principles of the organization included the 
notion that those who were “most affected” should have the most voice and be prioritized in this 
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work. The term “most affected” in this case, referenced specifically the occurrence of birth 
disparities in which Black women were most negatively affected followed by Latina and 
immigrant women. Given this, the purpose of the reproductive and birth justice work was to 
respond specifically to those racially delineated disparities around birth. Although MAMAS 
believed that ALL women deserved equal access to choices and care, in many other spaces ALL 
women did not include Black and Latina women. MAMAS strived to address this issue. 
Organizing with this collective of women revealed a few very interesting things. 
Throughout the discussions of the project and the work, it was always stated that Black and Latina 
women were the top priority and it was acknowledged that a particular focus would be placed on 
Black women because the disparities were so high in that community. This was the case even 
though the group included women who identify as non-white but who do not identify as Black or 
Latina.  Of a collective of 7 or 8 women, at any given time, there were usually only about three 
women who identified as Black. Yet, the collective’s political stance was to prioritize Black 
women in the work. The results of the project and the work showed that our projects seemed to 
draw an overwhelmingly Latina population and rarely did we attract Black women. This required 
the collective to not only rethink our recruitment and outreach strategies but also forced us to 
increase our intentionality around attracting Black women.  
In part, I believe that the changing demographic make-up of Austin as expressed in the 
introductory chapter played a huge part in the difficulties recruiting Black women to the collective. 
WIC centers and public assistance offices that once were primary locations for Black women were 
either shut down or were now overwhelmingly Latina. The most prominent place to reach large of 
amounts of women were in the Black churches and even with this, many of those women attending 
church within the city actually lived in one of the surrounding suburbs. This issue, compounded 
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with limited amounts of collective capacity tremendously influenced our involvements with Black 
women. Many of the Black women who we did reach and who were interested in participating in 
the collective were women with varying amounts of class and educational privilege. Very few 
Black women were able to be recruited for our actual projects. 
While I believe that Austin’s demographic and geographic topography largely influenced 
our engagements with Black women, there were also instances in which external perceptions of 
the group around race, class, and color also influenced Black women’s participation.  
Sitting in Ashley’s small apartment bedroom, we all set huddled together on the floor 
prepping for our testimonies at the Medicaid public hearing. We invited Shonda to this particular 
meeting. After being introduced to Shonda by Lois, Shonda had participated in one of our 
MAMAS focus groups on women’s prenatal care experiences in Austin. Given our familiarity with 
Shonda’s experience, we asked if she would be willing to share her story at the Medicaid hearing. 
Initially she said yes and attended the meeting that day to practice her speech with the rest of us. 
Nevertheless, it became very apparent that she was not comfortable in the space. She sat quietly 
off to the side and rarely engaged in conversation during the meeting. When we asked if she wanted 
to practice her testimony, she refused. After many interactions with Shonda, I realized that more 
often than not, Shonda found herself only talking with Lois and myself. While this is only one 
example, it speaks to not only the issues of inaccessibility that arose from the tight and often closed 
feeling of the collective but also the perceptions and dynamics around race, class, and color that 
may have impacted the comfort level and involvement by poor and working class Black women 
that we came in contact with. 
In addition to recruitment, issues around Blackness posed additional conundrums in the 
work of the collective. This included not only managing the presence of anti-Black sentiment in 
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the work but also insuring that work around Black women’s needs actually got done. As mentioned 
previously, much of the recruitment and project efforts resulted in large participation by Latina 
women. From my own experiences in Austin, I have observed the division that exists between 
Latino and Black communities in the city. Moreover, as the Latino community continues to grow 
and the Black population continues to decline, the tensions also seemed to worsen. While much of 
the work that MAMAS conducted included intentionally building community across race and 
class, a critical part of the reproductive justice work was acknowledging and addressing in practice 
the particular needs of both Black and Latina women and their impacts on Maternal health. As 
expressed by Laura, anti-Black sentiment was a pervasive issue that had to be acknowledged in 
our work in the community. 
In regards to the second point around work, the sheer number of Black women in the 
collective had impacts on the work. While there were at least three women who identified as Black 
in the collective, only one of these women was an unambiguously darker shade of brown. This is 
an issue that I bring to light partially because both of the other two women who identified as Black, 
also expressed discomfort around their light skinned privilege. Ashley was particularly careful 
about her identity conception even to the point that she questioned whether or not she was the ideal 
member to help with outreach to Black women. While a few of the non-Black members were 
willing to help recruit Black women and do community outreach, generally the preference was for 
the Black members of the collective to take this lead on this part of the process. In the end, this 
brought up again issues of capacity as this meant that Lois and I were the ones primarily looked to 
for leadership in this area. This also meant that while organizationally the collective centered Black 
women’s experiences in the work, our ability to actually carry through with this focus on the 
project often faltered. 
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In attempting to reconcile the issues expressed thus far around race and class, Blackness, 
and the MAMAS organizing work I would like to draw on Bernice Johnson Reagan’s concept of 
home vs. coalition. She states that  
…Coalition work is not work done in your home. Coalition work has to be done in 
the streets. And it is some of the most dangerous work that you can do. And you 
shouldn’t look for comfort. Some people will come to a coalition and they rate the 
success of the coalition on whether or not they feel good when they get there. They 
are not looking for a coalition. They are looking for a home… (346) 
 
I draw on this in order to assert two primary stances. On the one hand, the issues presented 
thus far within the MAMAS organizing work impels me to assert a need for unapologetically Black 
spaces. Creating avenues in which the distinct needs of Black women and Latina women can be 
addressed in the justice work of MAMAS was an attempt to attend to this need of a safe 
autonomous Black space. Yet, the structure, capacity, and geographic circumstances required an 
amount of effort that overpowered the available resources of the collective. In addition, as the 
quotes by Lisa and Lois and the work by Sexton suggests, “progressive” spaces still are influenced 
by the ways in which power and hierarchy plays out in the world. This is evidenced in the MAMAS 
work. Considering this, I argue that a “people of color” or “women of color” space can never truly 
become a relaxed political “home.”  While the difference that also exists within racial, class, and 
other identity groupings also require work, as expressed in the work of many Black feminists 
connection, safety, healing spaces, and “home” are central to the survival of many Black women 
(Sudbury 1998; Collins 1991; Guy-Sheftall 1995). 
While I do believe in the pertinence of a “home” I also argue that coalition building, or 
attempts at organizing across various forms of difference, is also critical to social transformation. 
Taking Reagon’s analogy into consideration, it is important to acknowledge that coalitions are 
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work and not meant to be comfortable. Instead, the work of challenging power and hierarchy as 
exemplified in the MAMAS work, can be hard and even painful at times. Yet, it is in this work 
that we can grow and transform both collectively and individually.  
REVOLUTIONARY RELATIONSHIPS 
With all of the ups and downs and hardships that accompanied the projects and in particular 
the clinic, when questioned about the effectiveness of the work, there was a general consensus that 
while the projects themselves oftentimes were challenging endeavors, as an all-volunteer and 
grassroots collective, the work that was accomplished was huge and significant. Also, the general 
consensus was that the mere existence of the organization in itself was something important that 
needed to be continued. Poor and working class women of color working together on behalf of 
themselves and on these issues was something of immeasurable importance. In addition, from the 
many informal and formal conversations with the members of the group, all of them asserted the 
particular significance of the relationship building piece of the organizing. More specifically many 
described this as one of the most significant and transformational and amazing pieces of the 
“work.” This brings into question by what measure do we assess the effectiveness or efficacy of 
the work. What is the most important piece of the organizing and what has been the most life 
changing. Interestingly, almost everyone in the organization when asked to recall the most 
memorable moments in the collective described moments not particularly centered around 
projects, or even actions for lack of a better word. Instead they described the life changing 
relationships that were built, the moments of socializing, sharing, crying, and laughing, and the 
hard and yet fulfilling and worthwhile work of working through and maintaining these 
relationships and building with one and other and our children. Given this, I argue that this piece 
of the work holds particularly strong radical and revolutionary potential for a number of reasons. 
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These reasons hinged on the significance of what it means to build relationships built on the 
support and need for surviving and the inherently political nature of choosing to love and how we 
choose to love in these relationships. Both of these pivotal assertions can be illustrated by the 
relationships amongst MAMAS members. Central to the MAMAS organizational vision was 
spending a significant amount of energy in challenging traditional understanding of how we relate 
to each other in the world and how we relate to our children. MAMAS attempted to model this in 
the actual organizing and in the end as exhibited by the sentiments of the members that it was 
indeed this piece that proved to be the most impactful on the individuals as well as what impacted, 
informed, and propelled the other types of work and ultimately made their implementation and 
success even possible at all.  
Friendship, Love, and Survival  
“Thinking about the relationships that I have with some members, I have to think 
back on times that we really depended on each other with things like child care, or 
just food, or me sleeping on someone’s futon when I was like… in and out of work 
and honestly the experiences that I had with other poor women in order to survive. 
Really… like basic needs and also emotional support have been the most important 
piece of being in the organization.” 
- Seela, MAMAS member 
Seela’s quote evidences again the role of the MAMAS as well as the accompanying 
relationships as a mechanism of support. Yet, I argue that deeper than support, inherent in some 
of the closer relationships was not only support but also a mechanism for survival. Many times 
that I can remember how MAMAS as a community operated on many levels as a fence of 
protection against various oppressive institutional and life pressures. In fact, the closest 
relationships in the groups were the ones that forged between those members who relied on each 
other for basic necessities such as housing and food.  It was within these relationships that you 
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could find the tightest bonds and it was these relationships that held down the foundation of the 
core collective. From the experiences and testament from members of the collective it was those 
relationships built on this need that actually formed the foundation and strength of the group and 
therefore it was these relationships that also lasted and helped to make the other organizational 
work and projects operate and perform in a more cohesive way. Consequently, when new members 
were introduced into the collective and were not integrated in the same way as the previous 
members or who may have not had the same need for support the tensions and breaks in the 
relationship were greatly felt and ultimately impacted the organizing of the collective. In fact, it 
was with the materialization of the rifts that the connectedness of the collective began to effectively 
crumble. In other words as described previously, these close relationships helped on the one hand, 
and hindered some aspects of the organizational processes on the other. It is important to consider 
in what ways the relationships in themselves are political and examine what type of political work 
holds significance and is ultimately transformative.  
“Sometimes I feel like she is my partner,” explained Lois. This was a comment made by 
Lois about her relationship with Lisa early in my involvement with the collective. I thought that I 
understood what she meant. Now I realize that up until now I truly didn’t. As my relationships 
with the members became closer over time, and in particular my relationship with Lois grew, I 
began to truly understand this concept of “partnership.” If I could define the nature of the closer 
relationships that exist in the organization, I would portray them as committed and intimate 
connections in which multiple aspects of their (our) lives become inextricably linked in such a way 
that they are a significant aspect of our day to day existence. They are loving, caring, and 
supportive and oftentimes traverse multiple constructions of relationships such as friendship, 
family, and other forms of relatedness. What is critical about these relationships between the 
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members of the group is that while, Lois is able to compare her relationship to Lisa as that of a 
partner, it is not necessitous of physical or sexual contact. Instead, if the act of “loving one’s own 
kind” or better yet in this case creating a space of self-love and love of others that also attempts to 
challenges traditional, patriarchal, sexism, heteronormative, racist, and anti-Black parameters on 
how we are able to live, love, and survive.  
The critical role of love relationships between women, and in particular Black women has 
been explored by a number Black feminist theorists (Collins 1991; Wekker 2006; Brand 1996; 
Larson 1986; Lorde 1982; Combahee River Collective 1983; Christian 1979; Smith 1983). 
Examples such as the piece All Our Kin (1974) by Carol Stack or Barbara Christian’s examples of 
the ways in which Black women support each other to ensure that we aren’t going crazy and can 
withstand the pressures of multiple oppressions also speak to the ways in which women to women 
relationships contribute to both our mental and physical well-being and survival. While I believe 
that most of the members were committed to creating transformative relationships, it was within 
those individuals who truly had to rely on each other to survive that the work around maintaining 
and sustaining the loving strong connections were created and also more pronounced.  
 Omi’seke Tinsley in her work Black Atlantic/Queer Atlantic describes the transformative 
and radical relationships that were born amongst African peoples on the ships in the middle 
passage. She describes the power in what she calls “queer” relationships that manifested in that 
space. Yet her definition of the queer love and affection is not bent on the predominant 
understanding of the physical aspect of same- sex affection. Instead, she states that 
 “…regardless of whether intimate sexual contact took place between enslaved 
Africans in the Atlantic or after landing, relationships between shipmates read as 
queer relationships. Queer not in the sense of a “gay” or same-sex loving identity 
waiting to be excavated from the ocean floor but as a praxis of resistance. Queer in 
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the sense of marking disruption to the violence of normative order and powerfully 
so: connecting in ways that commodified flesh was never supposed to, loving your 
own kind when your kind was supposed to cease to exist, forging interpersonal 
connections that counteract imperial desires for Africans’ living deaths. Reading 
for shipmates does not offer to clarify, to tell a documentable story of Atlantic, 
Caribbean, immigrant, or “gay” pasts. Instead it disrupts provocatively. Fomented 
in Atlantic crosscurrents, black queerness itself becomes a crosscurrent through 
which to view hybrid, resistant subjectivities opaquely, not transparently. (Tinsley, 
199). 
Tinsley’s definition is particularly useful for articulating the transformative power imbedded in 
relationships formed out of times of struggle. More importantly, from my time in organization, I 
have observed that this employment of a queer relationships as Tinsley expresses it is useful for 
describing the fluid and malleable construction of the relationships amongst the MAMAS 
members. In addition, Tinsley definition highlights the fact that relationships and love that arise in 
times of survival are inherently political. Even those relationships not built on survival per se are 
still revolutionary in a number of ways. Choosing to love both yourself, and others, and doing the 
work of maintaining these complex relationships is a political and transformative choice. 
Love as Political 
“Caring for myself is not self-indulgence, it is self-preservation, and that is an act of 
political warfare.” 
- Audre Lorde 
Jafari Allen in his book Venveremos: The Erotics of Black Self Making in Cuba (2011) 
begins his chapter entitle “Friendship as a Mode of Survival” with a quote by Michel Foucault. 
Taken from Foucault’s Friendship as a Way of Life, this quote asserts that “To imagine a sexual 
act that doesn’t conform to law or nature is not what disturbs people. But that individuals are 
beginning to love one another – there’s the problem.” In this way, Allen draws upon Foucault to 
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bring attention to the usefulness of the concept of queerness for re thinking the ways that our love 
relationships in actuality serve as critical resistant interventions. He continues by stating that  
A friend is someone who shares in the process of knowing and becoming; one who 
shares in you getting your life. In transgressing societal rules about whom one is to 
love, make love to, or desire, same-gender-loving Cubans, like queers globally, 
seem to be well positioned to use their already existing friendships and networks to 
make new family and new society. They are positioned at the precipice (or more 
appropriately, the awaiting opening of new possibilities, veritably pulsating with 
anticipation and hope)… (135) 
Building upon this notion, acknowledges the ways in which our choice to love, how we 
love, and who we love is always a political decision. Just as Jacqui Alexander’s concept asserts 
the use of erotic and sexual autonomy as a means to dismantle the nation-state, challenging 
traditional conceptions and understanding of love and relations is also an immense political tool. 
Chela Sandavol describes in her book Methodology of the Oppressed the employment of 
love as a “technology for social transformation.” She describes this political technology, as “a 
body of knowledges, arts, practices, and procedures for re-forming the self and the world” 
(Sandavol, 140). This concept is very similar to that presented by Tinsley in that highlights the 
ways in which love and the practice of love stands as an important act of resistance. This is 
particularly true to Black bodies who having been deemed as subhuman then articulate the ability 
to feel and love.  
 
CONCLUSION: TRANSFORMATIVE WORK 
“That’s what most important maybe about our organization is not the thousands of members that 
we have or the different ‘activist’ type demonstrations. I think it’s these super revolutionary 




“When you are shifting your paradigm and your shifting your consciousness and you are 
reclaiming your own sovereignty and your own personal power it is a process and it is a spiritual 
process…it is an awakening…Do I think that the world is a better place because of MAMAS? Yes. 
Because in being a member and in knowing the women that are a part of it I’ve transformed. So I 
feel like more people and more women should have that experience…” 
- Seela 
Standing outside under the street lights on east 11th street one could hear the music blaring 
from inside the small cement building. This historically black restaurant and bar turned party-
venue was located about a block away from the main highway and sat amidst other small but trendy 
eateries ironically located on Austin’s east side.  I.e. the present day hipster colony where Black 
histories are marketed and devoured as consumer experience. Sitting perched on a wobbling brown 
wooden stool and manning the entrance of the event, I had an all-encompassing view of the 
festivities. Looking down the stretched hallway to my left that led to the front door, walls covered 
with posters of musical artists and other events, I could see the people on the street. Some merely 
walked by while others peered through the open door hoping to catch a glimpse of whatever 
entertainment was transpiring within those walls. The incoming traffic stayed steady all night and 
people filed in to witness the all-female- and predominantly women of color- hip hop showcase 
“Mama Said Knock You Out.” All proceeds were to support the MAMAS Sankofa Birth 
Companion Project. To my right I scanned the open room of the dimly lit venue.  The dance floor 
pulsated to the movement of shuffling bodies… gyrating, hips swaying, and heads bobbing to the 
bass booming out of the system. The party was in full swing. Small groups congregated in the wine 
colored seating booths that aligned the sides of the room while others stood nodding to the music 
as they waited in line at the bar. The crowd, numbering about three or four hundred people, was 
sprinkled with my fellow MAMAS members, running around and easily spotted in lime green t-
shirts touting the image of a visibly pregnant woman’s silhouette.  All of our shirts had been 
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creatively crafted, cut, transformed into cute halters, trendy off the shoulder tops, or other inventive 
fashion innovations. The smiles and incessant murmur of chatting and laughter seemed to be 
evidence that everyone that night was feeling the positive vibes. On stage, poetic verses flowed 
skillfully from the lips of the female emcee, floating above the crowd alongside a mixture of 
Caribbean flavor and the afro rhythms of a dope hip hop beat. Black people! Resistiendo! Cuban 
people! Resistiendo! Fists raised both performer and audience shouted as they engaged in a 
passionate and rhythmic call and response – the reverberation of unified power and resistance 
cutting through the air…  
*** 
The above depiction of a MAMAS hip hop showcase exemplifies a collective depiction of 
relational transformation. Whether it be a party, a meeting, or night of socializing with wine and 
good conversation, it is in these moments of connection that prove to be the most life changing.  
Robin Kelly in his book Freedom Dreams asserts that “Freedom and love may be the most 
revolutionary ideas available to us and yet as intellectuals we have failed miserably to grapple with 
their political and analytical importance.” While he speaks specifically of an intellectual oversight, 
in the same way radicals and revolutionaries should also focus on love, friendship, and 
relationships as a valid tool of resistance and social transformation.  
 Even with MAMAS struggles, the structure and intention around the work and community 
building provides a useful framework for creating and building the new models of the just and 







In conclusion, Belly: Blackness and Reproduction in the Lone Star State focuses on the 
experiences and issues surrounding Black women reproduction in the State of Texas in order to 
provide an in-depth depiction of the ways in which various social, political, and economic 
mechanisms operate in powerful ways to impact the bodies and life outcomes of individuals and 
groups. This project also builds upon an understanding of the ways in which reproduction, birth, 
and motherhood can be utilized as a critical lens for understanding intersectionality, health, power, 
and various other forms of social relations. Nevertheless, centering Blackness in this analysis 
provides a unique framework for investigating both the conditions of genocide and death but also 
the processes of transformative social change.  
From the contents of this project, I have attempted to evaluate the effectiveness of various 
methods and tactics of work, organizing, and activism around Black women’s maternal health. 
From policy, to institutional collaboration, and grassroots community work, these examples 
exhibit the ways in which building power around Black women’s bodies and health requires a 
radical imagination. It also necessitates a creativity that steps away from existing societal 
structures and formations that are not inclusive and are in fact antagonistic towards Blackness. In 
the end, I argue that it is the relationships and the personal transformations that hold the most 
potential for revolutionary change.  
Based on my present examinations, this study shows how in essence the same mechanism 
for which Black women’s health rests (support, love, care, community, etc.) are also the 
mechanisms useful for social change. If, as Black people, we live in a state of terror, accumulation, 
and ultimately death, then rethinking and recreating ourselves as well as healthy and loving spaces 
for our survival is the same type of radical work that is needed to transform society. Similar to the 
180 
 
Combahee River Collective’s statement, if we as Black women, mothers, children, and people can 
make a way to live then the foundational requirement to turn existing structures on their head then 
results in the life and liberation for all people(Combahee River Collective 1983).  
In this, work around Black women’s reproductive health in essence embodies in itself a 
politics and praxis of liberation. While prenatal care, and access, and healthy babies seems like a 
mundane and normal aspect of the day to day existence, if we revisit the causes of these disparities 
we will see that fighting for healthy Black children and healthy mothers is fighting against racism. 
Moreover, if Wilderson is correct in his assertion that racism is more about anti-Blackness and less 
about white supremacy, then if follows that fighting for something as seemingly clinical as Black 
infant mortality in actuality necessitates a social overhaul.  
I argue that the examples I provide I illuminates the ways in which transformation is less 
about revolution, actions, and protests and more about personal transformation, love, relationships, 
and (re) building community. It is in our everyday acts of resistance that we not only save ourselves 
and our communities but also in the end impact our social surroundings.  
It is important to note that the proposal and analysis that I am putting forth is of course my 
own utopian projection of what social transformation looks like based on these particular 
ethnographic depictions and my own personal experiences. Nevertheless, I am aware that my 
proposal for love as a revolutionary tool may not seem to address the many structural and 
institutional mechanisms of oppression that I put forth in this project. Nevertheless, while I am 
offering my ideal around social transformation, I do acknowledge my absence of a specific means 
in which to directly address or overturn structural oppressions. In fact, doing this intellectual work 
was not a part of my intent at all. Nevertheless, in including a reference to genocide as put forth in 
the introduction, I posit one of my main purposes of this work to discuss survival. In other words, 
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people has been speculating about revolution since the beginning of time. This work, also 
participates in this process but more importantly provided a means in which to survive in the 
meantine. In other words, love and healthy and safe relationships and communities may not 
immediately get rid of structural and institutional oppression but it can serve as a protective 
mechanism in the meantime that aids in our day to day physical, spiritual, mental, and emotional 
survival. Given this, not only does love have the potential to serve as a political tool towards social 
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